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The Medical Treatment of Peptic Ulcer’ 


BY MARTIN E. REHFUSS, M.D., Philadelphia, Pa. 


Associate in Medicine, Jefferson Medical College 


The tremendous volume of literature 
which has been devoted’ to the treatment of 
peptic ulcer scarcely justifies any further 
addition, unless the contribution is dictated 
by the profound conviction and ample 
experience of some phase of the situation. 
I have been impressed, over a period of 
time, by the fact that the medical treatment 
of peptic ulcer has not received the consid- 
eration which it deserves. In the first place, 
no definite plan has been followed. In the 
second place, the method of approach has 
been many times deficient. The surgeon 
operates upon his patient, sees the ulcer, 
performs the operation, and records the end 
results. The internist makes the diagnosis 
of ulcer; may or may not be wrong; the 
patient may or may not improve. It is 
apparent that both the diagnosis and the 
result may be erroneous, and the surgeon, 
following the adage that “seeing is believ- 
ing,” will scarcely accept a diagnosis of 
ulcer unless he can actually demonstrate it. 

The first point, therefore, in the medical 
treatment of peptic ulcer is a correct diag- 
nosis, and I differ with those gentlemen 
who believe that a diagnosis of ulceration 
of the stomach or duodenum cannot be 
accurately made. Personally, I hesitate to 


make such a diagnosis unless I 


can 


7One of a series of papers on gastroenterology pre- 
Sented to a Jefferson Hospital Staff meeting. 


definitely see an ulcer niche, and I have 
never seen a well-defined niche in the 
stomach wall which was not an ulcer on 
subsequent operation. I have seen defects 
in the duodenum which subsequently were 
proven not to be ulcers, but I have never 
seen an absolutely characteristic defect 
which did not prove to be an ulceration. 
There are many things that resemble 
characteristic defects, but there. is scarcely 
a condition which exactly resembles the 
defect of an ulcer on the lesser curvature 
and posterior wall. The defect of an ulcer 
in the duodenum is possibly less character- 
istic, but in the hands of expert observers 
96 per cent of diagnoses of ulcers of the 
duodenum are correct. These are the 
statistics of Carman at the Mayo Clinic, and 
probably represent nearly the proportion of 
successful diagnoses made in other large 
institutions. 

It is not difficult to believe that small 
mucous ulcers can be overlooked, but if the 
medical man adopts the attitude that all 
cases in which the history, physical exam- 
ination and gastric analysis indicate ulcer, 
but the x-ray fails to disclose it, and then 
follows a therapeutic treatment for ulcera- 
tion, he will not go far wrong, and he is at 
least justified in believing that if ulceration 
occurs it is entirely medical. Therefore, it 
is possible, by the modern methods at our 
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disposal, to demonstrate ulceration, both in 
the stomach and in the duodenum. Ulcer in 
the duodenum gives a different type of 
gastric chemistry. Ulcer in the stomach, as 
I have pointed out elsewhere, is followed 
by no constant form, but does show other 
changes which suggest its presence. 

If the diagnosis reveals the presence of 
an organic obstructing ulceration, of a 
chronic penetrating, perforated ulcer, a 
chronic hour-glass stomach, a chronic peri- 
“gastritis, or the possibility of an ulcer 
carcinomatosis, then that case is primarily 
a surgical case. On the other hand, if a 
careful survey of the patient demonstrates 
the fact that none of these things are 
present, that only a simple, uncomplicated 
ulcer of the duodenum or stomach is to be 
found, and that motor function is not 
markedly compromised, then, in my judg- 
ment, that patient should have the benefit 
of a carefully conceived plan of medical 
treatment. 

Medical treatment is based upon certain 
definite facts. Neither internists nor sur- 
geons to-day are in possession of the exact 
facts regarding the causation of ulcer, and 
with the exception of the ulcer-bearing 
tissue, the surgeon’s solution of the ulcer 
problem is similar to that of the medical 
man’s. In both instances two points are 
sought for: in the first place, a general 
reduction in the secretory output; and in 
the second place, a shortening in the 
evacuation time. A successful operation 
for duodenal ulcer will reduce the acidity 
on an average of 41 points, and it will 
markedly hasten the evacuation point. 
Medical treatment is built along the same 
lines. There are certain facts which have 
impressed me regarding the medical treat- 
ment of peptic ulcer. 

1. No medical treatment of peptic ulcer 
will be successful unless it is carried out 
over a period sufficiently long to permit of 
complete healing. The question of healing 
is one which has concerned many medical 
men and there seems to be a considerable 
difference of opinion. If we are to judge 

the rate of healing by the length of time 
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it takes for a defect or niche to change, 
then my experience tells me that it takes 
from six months to three years to satisfac- 
torily heal a peptic ulcer. This length of 
time is generally acknowledged as necessary 
for the healing of most types of chronic 
ulceration. On the other hand, there are 
many forms of acute ulceration, or sub- 
acute, that heal rapidly. I have seen a 
niche disappear in two weeks. I have seen 
evidence of ulceration in the stomach 
disappear in less than a month on a number 
of occasions, but the characteristic defect of 
duodenal ulcer requires a year or more, 
and even then is not infrequently persistent. 
One of the first lessons that impressed me 
regarding peptic ulcer was its persistency. 

2. I am persuaded that there is no rela- 
tionship between symptoms and the charac- 
ter or degree of ulcer healing. Personally, 
I believe that symptoms represent simply an 
exacerbation, a lighting up of the processes 
which go to make up ulceration. I am 
absolutely convinced that an open ulceration 
can be absolutely latent, giving rise to no 
subjective symptoms whatsoever. There- 
fore a disappearance of symptoms is by no 
means evidence of cure. It has been this 
tendency to accept ulceration as cured by 
the disappearance of symptoms which has 
given rise to the disrepute that medical 
treatment has had regarding chronic ulcer. 
Therefore one of the cardinal points which 
must be impressed upon the patient is the 
necessity of realizing that a disappearance 
of symptoms does not mean cure. 

3. The third important point, regarding 
the medical treatment of ulcer, is the effect 
of extragastric conditions upon peptic 
ulcers. While it is not difficult to believe 
that bacterial agencies, changes in tempera- 
ture, altered body conditions in the fall and 
spring, may give rise to the so-called recur- 
rent attacks of pain, nevertheless I have 
been impréssed with the fact that most of 
these patients will have an attack induced 
by anxiety, fatigue, exhaustion, bacterial 
infections, or any group of conditions which 
can result in lessening the body resistance. 
I believe, for instance, that bacterial infec- 














tions have more to do with the exacerbation 
of an ulcer than a dietetic indiscretion. 
Therefore, in every case of peptic ulcer it 
is essential to remove any focus of infection. 
This applies particularly to the teeth, and to 
the nose and throat. There is probably 
no single explanation of ulcer as fascinating 
and at the same time as probable as is the 
so-called elective localization of bacteria. 
As the ulcer problem stands to-day, how- 
ever, we can only say that a chronic round 
ulcer is due to a local area of cell 
devitalization which undergoes necrosis and 
subsequent digestion. The cause of lessen- 
ing the resistance or cell devitalization must 
still be sought for. But in the therapy of 
peptic ulcer we must include the control of 
focal infections and, if necessary, the im- 
munization of individuals toward the organ- 
isms found in those infections. For some 
years I have systematically used vaccine 
therapy, but I have never had the courage 
to use vaccine therapy alone in the treatment 
of peptic ulcer. 

It must be apparent, therefore, that no 
method of treatment lasting over two, three, 
or four weeks can hope, successfully, to 
produce ulcer healing. An acute complica- 
tion, such as hemorrhage, hypersecretion, 
or persistent vomiting, with temporary 
gastric dilatation, may necessitate hospitali- 
zation, but my own experience tells me that 
the symptoms may disappear within a very 
few days and the patient may be markedly 
improved, and my judgment makes me 
believe that such relief is only temporary. 
If we are to heal peptic ulcers we must 
educate our patient precisely as the internist 
educates the diabetic. One German pointed 
out the fact that ulcer of the stomach was 
in reality a constitutional disease, necessi- 
tating constitutional treatment. He was 
probably not very far from the truth, 
because sensible constitutional treatment 
must always be the background for a 
rational construction of ulcer control. 

I begin by informing the patient that he 
has a certain definite condition, that he has 
an ulceration, and that under appropriate 

diet and medication the symptoms will dis- 
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appear very rapidly. I then acquaint him 
with the general facts regarding its life 
history and impress upon him the necessity 
for following a carefully constructed 
dietary. The dietary of gastric ulcer is not 
so much concerned with calorie value as it 
is. concerned with the effect of various 
foods upon the stomach. Elsewhere we 
have written regarding the effect of various 
foodstuffs. We were able to show that the 
fruits, vegetables, cereals, and breadstuffs 
were foods that left the stomach in com- 
paratively short intervals. On the other 
hand, meat, poultry, fish and sea-food, and 
nuts require long periods of gastric diges- 
tion. Futhermore, we were able to 
demonstrate that the quantity of food 
produces marked changes in the evacuation 
time. Seventy-five cc. of milk required a 
little over one hour to leave the stomach; 
400 cc. of milk required, in health, 2% 
hours or longer; 100 grammes of beef 
required 3%4 hours on an average; 250 
grammes of beef required 5% hours to 6 
hours for its digestion; and so I could go 
through the whole list of foodstuffs and 
point out the differences regarding the 
handling of different types of food. It is 
apparent that there are marked divergences 
in health and still greater divergences in 
disease. The same may be said regarding 
the highest acidity produced by various 
foodstuffs. Undoubtedly, meat, poultry 
and fish produce the highest acidities, then 
milk and eggs, and finally the vegetables, 
cereals and breadstuffs produce relatively 
low acidities. 

It is on the basis of such studies that we 
have followed a type of dietary which 
concerns itself in the elaboration of a sus- 
tenance diet which is rapidly evacuated’ by 
the stomach. While it is true that the meats, 
poultry and fish may have greater combin- 
ing power, it is equally true that they 
demand far more work from the gastric 
mucous membrane. Therefore, in con- 
structing a dietary for the ulcer patient we 
construct a dietary which has for its 
purpose the use of foods showing a short 
evacuation time and foods showing a 
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reasonable control of acidity. My belief is 
that properly prepared vegetables, cereals, 
milk and eggs constitute the most satisfac- 
tory permanent dietary in health. The 
important point for the ulcer patient to 
realize is the necessity of so grouping his 
foods and so arranging his meals that the 
meal is within the limit of gastric tolerance. 

Back of any well-conceived plan of 
medical cure must be a rational conception 
of gastric function. Every diseased stomach 
shows intolerance for certain foods, and we 
all know that the more pronounced the 
ulceration, the more altered the dietary must 
be. Rather than follow any definite guide 
or rule, I prefer to arrange the dietary on 
the gastric tolerance of the individual. 
There are certain cases which can handle a 
larger food intake than others, and this is 
not difficult to determine if we perform a 
gastric analysis which shows us the total 
digestion time. My own rule in these cases 
is to put the patient on two hourly feedings, 
not of milk and cream, but citrated milks, 
boiled milk and peptonized milk in small 
quantities, beginning with two ounces and 
ending up with six ounces. In between the 
feedings, if there is no disturbance in renal 
function, I do not hesitate to use persistent 
neutralization. I prefer a combination of 
bicarbonate of soda, kaolin, subcarbonate of 
bismuth and heavy oxide of magnesium, 
rather than some of the newer remedies 
which are not supposed to produce systemic 
alkalinization. As soon as the patient is 
comfortable, I immediately increase the 
interval of the feedings, giving them at 
2¥-hour intervals and adding, very slowly, 
in succession the cereals, cooked starchy 
vegetables, eggs, and finally toast. These 
foods are given at intervals, although at the 
10:30 and 4:30 feedings I prefer citrated 
milk, or malted milk, or boiled milk which 
produces pin-point curds. This stage is 
persisted in until every symptom has disap- 
peared and the stools are distinctly occult 
blood free. 

At the conclusion of this period the 
patient is examined under the screen and, if 
necessary, with the tube. If the stomach 
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is small, if general conditions appear 
improved, if the occult blood reaction has 
disappeared, then‘ it is possible to institute 
the permanent dietary. In the permanent 
dietary I permit stewed fruits, cereals, eggs 
and toast for breakfast, but no coffee. For 
luncheon, cream soups, the cooked starchy 
vegetables, the cooked greens, puddings, 
custards, and gelatin preparations, but no 
meats. For dinner, eggs in almost any form 
except fried (although our experiments on 
fried eggs demonstrated that even this food 
was misjudged), poultry and fish, which 
are low in fat values, lamb chops—in other 
words, introducing the meats, but in small 
quantities requiring a short digestion period, 
and also using the meats which are relatively 
non-fatty, so that digestion is not prolonged. 
Between these feedings at 10:30 and at 4:30 
milk modifications are given. This dietary 
is persisted in over a period of several years, 
if necessary, and following the large feed- 
ings a neutralization powder is given. I 
give the meats, poultry and fish at night 
because the stomach has the longest period 
at its disposal for the reduction of those 
foodstuffs. Through the day I permit no 
meats, poultry or fish because it is apparent 
that any delay would run the stomach into 
the next period. 

Regarding the type of medication to be 
used I personally prefer sedatives and anti- 
spasmodics, employing both bromides and 
the newer coal-tar products ; but I prefer the 
use of tonic substances, such as iron and 
arsenic hypodermically, for systemic effect. 
In every instance the patient must avoid 
undue exposure, fatigue, exhaustion, or 
nerve strain, arid tobacco is absolutely inter- 
dicted. The important point which the phy- 
sician must bear in mind is the necessity for 
periodic reéxamination. For years I have 
been in the habit of examining these 
people at an interval of three months 
following the institution of their treat- 
ment, and after the first year at inter- 
vals of six months, in order to see what 
progress had been made. In the first hun- 
dred cases of medical treatment for ulcer of 
the duodenum I had one case of hemorrhage 




















and one case of perforation. Both patients 
are living, thanks to the surgeon, but in the 
hemorrhage case the patient did everything 
he was supposed not to do. He smoked, ate 
irregularly, and followed no definite system 
of living. In the second case the perfora- 
tion followed a lighting up of the condition 
during an attack of la grippe. The second 
case was in reality a surgical case in view 
of the fact that the patient had a periduo- 
denitis. Since that group I have added a 
considerable number of medical cases, and 
to my present knowledge there have only 
been two accidents—one a hemorrhage in a 
high blood-pressure case. 

So far I have never seen a case of per- 
foration in an individual with uncomplicated 
ulcer who followed exactly the medical 
rules regarding ulcer treatment. I have 
seen perforation occur in individuals who 
were frankly surgical cases, but I have yet 
to see a perforation occur in a simple un- 
complicated ulcer patient who religiously 
followed medical rules. Furthermore, I 
realize that no short period of hospitaliza- 
tion can hope jto cure ulceration. The only 
successful medical treatment of peptic ulcer 
in the future will have to be ambulatory. 
If we are to reach any degree of success in 
the treatment of this condition, which will 
all compare favorably to the surgeon, we 
must commit ourselves to the ambulatory 
treatment of ulceration unless we can de- 
vise some specific method of treatment 
which has, as yet, not appeared. The control 
of the bowels, the control of the nervous 
system, personal hygiene, and proper exer- 
cise are all important factors in the consid- 
eration of these cases. 

Regarding the medical treatment of carci- 
noma of the stomach, here again I am con- 
vinced that there are certain definite rules 
to be followed: 

1. In the first place, I believe that a sys- 
tematic disinfection and cleansing of the 
Stomach is a necessity. I have seen cases 
of carcinoma of the stomach which were 
left untreated, and I have treated cases by 
persistent gastric lavage and disinfection, 
with not only marked improvement in their 
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appearance, but also temporary gain in 
weight. I am committed to this method of 
treatment for carcinoma because in my ex- 
perience I have never seen a case of severe 
hemorrhage, using the small tube as the 
method of treatment. Furthermore, I have 
seen marked improvement in the patient’s 
morale, in his appetite, and in his ability to 
handle food. 

2. I am convinced that a patient who has 
carcinoma of the stomach, whether he con- 
sults the surgeon and has gastrectomy or 
not, is always a medical case. Carcinoma 
destroys the mucous membrane, interferes 
definitely with secretory function, and cer- 
tainly interferes with food chymification. 
There may be even a premature evacuation 
of food in cancer of the stomach, but the 
essential function of, the stomach, namely, 
food reduction or food chymification, is not 
accomplished, and the result is that the food 
which goes into the small bowel has not 
been satisfactorily treated before its assim- 
ilation in that portion of the bowel. I 
believe that in every case of carcinoma of 
the stomach all food should be reduced 
mechanically. Meat should be put through 
a chopper, vegetables should be passed 
through a colander, and all substances 
should be reduced to a relatively fine degree 
of mechanical comminution. If the patient 
has a good set of teeth he can obviously do 
this himself, but most of these patients are 
not so provided. 

3. The carcinoma stomach is usually a 
small stomach‘or a shrunken stomach. Its 
capacity is limited. The infiltrated portion 
of the wall is rigid and contracted, and the 
result is that these patients should receive 
small frequent feedings. The use of bit- 
ters, the use of appetite substance of the 
whole gastric extracts, and substances which 
aid gastric digestion, naturally, find their 
greatest field of usefulness with this type 
of disease. 

The treatment of the hopelessly deformed 
stomach, deformed from extensive organic 
lesions, deformed as the consequence of 
extensive gastric surgery, deformed from 
perigastritis, and marked adhesion forma- 
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tion, is one which is extremely trying to the 
medical man. The surgeon no _ longer 
wishes to touch him, and the result is that 
the patient is placed as a burden upon his 
medical adviser. It becomes a difficult thing 
to estimate the method of handling these 
cases. Any degree of food markedly dis- 
tends the gastric wall, causes traction, dis- 
comfort, and pain; and yet something must 
be done for this form of gastric invalid. 
My rule in these cases is to make a careful 
gastric analysis, and a gastric analysis is a 
study of gastric work. It tells what is 
happening within the stomach: whether the 
mucous membrane is compromised; how 
long it takes the stomach to evacuate a fixed 
quantity of food; and how well chymifica- 
tion is performed. It also tells us whether 
there is any active pathology going on in 
the organ. When these factors are known 
and we bear in mind the handling of the 
stomach to various foodstuffs, it is usually 
possible to draw up a restricted dietary 
which will meet with the capacity of the 
organ. In other words, these organs are 
intolerant organs. They are stomachs which 
have been seriously diseased and their ca- 
pacity markedly lessened. It is our business 
to determine their capacity and then to live 
within the confines of that capacity. Such 
a stomach can be compared to an incompe- 
tent heart. If we exceed its functional 
capacity we have symptoms. Therefore, the 
most important medical desideratum is to 
determine its capacity. When that is finally 
arrived at a knowledge of normal food 
handling will suggest the type of dietary 
and the quantity of food which will meet the 
condition. In some instances it is necessary 
to short-circuit the stomach by more or less 
permanent emplacement of the gastroduo- 
denal tube into the small bowel. As a tem- 
porary procedure in acidity cases this is oc- 
casionally of great value. As a means of 
permanently solving the problem it can 
scarcely be considered. 

In my experience jejunal ulcer is al- 
ways a surgical problem. I must confess 


that the medical treatment of this condition 
is disappointing. 


I have tried, on several 
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occasions, to produce healing, and I have 
used every method at our disposal without 
effecting much relief. In several instances . 
I was able to get the patients symptorn-free 
only to see the condition recur at a later 
interval. My present feeling is that jejunal 
ulcer is practically always a surgical condi- 
tion, and I confess that the presence of 
jejunal ulcer, even in the best surgical 
hands, leads me to believe that the presence 
of this type of ulceration would indicate 
more radical surgery, or even the removal 
of a considerable portion of the stomach, 
as the only cure. This is, of course, much 
more of a surgical than a medical problem, 
but I have, at the present time, two patients 
who have a second jejunal ulcer after hav- 
ing had two gastroenterostomies. 
Hour-glass stomach, extensive deformity 
of the stomach .through perigastritis, ex- 
tensive deformity of the stomach secondary 
to the healing of a syphilitic lesion, are all 
conditions which demand surgical correc- 
tion. Mechanical distortion practically al- 
ways demands this solution for a good 
result. The complications following a gas- 
troenterostomy are mostly surgical. Duo- 
denal ulcer, vicious cycle, kinks, bands, 
adhesions and loops all belong to the 
category of conditions which are corrected 
by surgical procedures. Occasionally, how- 
ever, in complications following © gastro- 
enterostomy it is possible, by judicious med- 
ical treatment, to forestall a subsequent 
operative procedure. I have seen persistent 
vomiting with demonstrable kinks subside 
under careful medical treatment, persistent 
intubation, and careful feeding, when a 
second operation seemed almost certain. 
Within the last two weeks I saw a patient 
who had a gastroenterostomy for obstruct- 
ing ulcer of the duodenum. He had an 
uneventful convalescence with careful feed- 
ing. After three weeks he went home, and 
was home only a few days before he began 
to have persistent vomiting and regurgita- 
tion of large amounts of blood. He was 
immediately brought back to the hospital, 
and careful x-ray studies demonstrated a 
kink one inch below the gastroenterostomy 











opening. I passed a tube through his 
stomach, which went through the pylorus 
into the duodenum. It remained there, and 
for a short time he was fed through the 
tube; and after this he was given the small 
fractional feedings administered to ulcer 
cases. By very careful feeding we were 
gradually able to increase the amount of 
food given, and subsequently x-ray exam- 
ination, four or five days later, showed a 
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complete disappearance of the kink. Since 
then he has had apparently no further 
symptoms. 

The point which impressed me about this 
latter case was the necessity of gradually 
increasing gastric tolerance and also the 
degree of adaptability of the stomach to the 
condition which he had. Nature, in many 
ways, will adapt itself to abnormal situations 
such as presented itself in that case. 





The Surgical Treatment of Gastric and 
Duodenal Ulcers’ 


BY EDWARD J. KLOPP, M.D. 


Demonstrator of Clinical Surgery and Assistant Surgeon to the Jefferson Medical College Hospital, Philadelphia 


Operative procedure should be considered 
for the following conditions: 

(a) Perforating ulcers. 

(b) Penetrating ulcers. 

(c) Ulcers causing obstruction of the 
duodenum or pylorus; hour-glass stomach. 

(d) Chronic ulcers that do not respond 
to medical treatment. 

(e) Repeated hemorrhage in cases of 
indurated ulcer. 

Markedly indurated ulcers seldom re- 
spond to medical treatment. The average 
case that comes to operation has had symp- 
toms for approximately seven years. Most 
of these patients have had*irregular treat- 
ment. When symptom-free the treatment is 
abandoned bgcause the patient regards it un- 
necessary. Postponement of operation may 
be ascribed by some physicians to the poor 
surgical results obtained in some of their pa- 
tients. These always make a vivid impres- 
sion. Delay in other cases may be attributed 
to the patient, who chooses to defer opera- 
tion and often wanders from one physician 
to another. Surgeons rarely encounter the 
above stated conditions in cases that have 
been studied and treated over a long period 
of time by a careful internist. Nevertheless 





1One of a series of papers presented to a Jefferson 
Hospital Staff meeting. 


these cases are numerous. Practically all 
of them are preceded by chronic ulcer. 

(a) Perforating ulcer. Immediate sur- 
gical intervention is imperative in acute 
perforating ulcer. Very few cases recover 
without operation. It is one of the most 
serious abdominal calamities if operation is 
delayed. The mortality rate should not be 
over five_per cent in cases operated upon 
within eight hours of perforation. After 
eight hours the mortality rate mounts rap- 
idly. The technique consists in closure of 
the ulcer, with or without cauterization of 
the edges. Gastroenterostomy should be 
done if closure produces marked constric- 
tion of the duodenum and if suppurative 
peritonitis has not occurred. In the latter 
cases jejunostomy is a safer procedure. In 
the absence of peritonitis the fluid is 
aspirated or sponged away and the abdom- 
inal wall may be closed without drainage. 
When drains are needed (we prefer 
rubber-covered gauze drains), one is placed 
in the pelvis through a suprapubic stab, 
another in the subhepatic space. 

The operative results of perforated ulcers 
are almost dramatic. The intense pain, 
anxious expression, pallor, guarded respira- 
tion, subnormal temperature and rigid ab- 
domen make us think that we are dealing 
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with a very ill patient. The pulse is slow 
for several hours after perforation. The 


picture changes within twenty-four hours 


after operation. 

(b) Penetrating ulcers, particularly those 
of the stomach, often tax the surgeon’s 
judgment and skill to the utmost. If in the 
posterior wall they may be very large and 
adherent to the pancreas. Knife or cautery 
excision is desirable, not only for the pur- 
pose of relieving the patient of symptoms 
but to prevent carcinomatous change which 
occurs in a large percentage of cases. Ex- 
cision of these ulcers sometimes is exceed- 
ingly difficult. Partial gastrectomy by the 
Balfour method will obtain good results. 
Penetrating ulcers of the duodenum adher- 
ent to the liver are best treated by gastro- 
enterostomy. 

(c) Obstructing ulcers of the duodenum 
treated by gastroenterostomy will give sat- 
isfactory results in 98 per cent of the cases. 
Obstructing ulcers of the pylorus may be 
treated by the Polya or Balfour resection 
and anastomosis, or by gastroenterostomy. 

(d) Chronic ulcers with recurrent symp- 
toms that do not respond to medical treat- 
ment are distinctly surgical. Postoperative 
- results as obtained in some clinics have been 
so discouraging that some European and 
American surgeons have given up gastro- 
enterostomy for partial gastrectomy. Gas- 
troenterostomy is one of the best operations 
in the domain of surgery. It is bound to 
fall in disrepute if carelessly or improperly 
done, and particularly if performed when an 
ulcer is not demonstrable. Needless to say 
that it will not cure cholecystitis, cirrhosis 
of the liver, appendicitis, renal calculus, etc. 

We wish to emphasize two points in the 
technique of gastroenterostomy. The stoma 
should be placed nearer the pylorus than 
the location usually recommended, the most 
dependent portion of the stomach or in a 
direct line with the esophagus. We believe 
that the mucosa should not be excised from 
the jejunal side. It can be utilized to cover 
the raw surface of anastomosis. Dr. Gib- 
son believes that this is an important factor 
in the prevention of marginal ulcer.. We 
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still adhere to the use of: vaselinized fine 
linen for the serous suture. 

Partial gastrectomy for chronic duodenal 
ulcer impresses us as being too radical: It 
may be done expeditiously with a low mor- 
tality rate. Gastric analysis may show a 
low acidity. The immediate convalescence 
may be satisfactory. Several years must 
elapse before we can accept it as the best 
method. It is hard to conceive that it is 
proper to excise a large portion of good 
stomach to cure a duodenal ulcer. At least 
90 per cent of our cases of duodenal ulcer 
treated by gastroenterostomy are sympto- 
matically well. Partial, gastrectomy should 
be reserved for a second operation if neces- 
sary. Suppose trouble develops in a case 
in which partial gastrectomy was done, 
what is the next step? 

(e) Hemorrhage from chronic duodenal 
or gastric ulcers is best treated medically. 
Statistics prove this to be the best method. 
If there be repeated frank hemorrhage or 
almost continuous slight bleeding surgery 
must be considered. Operation should be 
preceded by blood transfusion. One of our 
recent patients died one-half hour after a 
second hemorrhage which occurred four 
days after the first. 


POSTOPERATIVE COMPLICATIONS. 


Careful preparation of the patient, selec- 
tion of the proper anesthetic, painstaking 
technique and codperation of the internist 
will reduce the complications to a minimum. 
We cannot stress too much the importance 
of medical study and treatment in gastric 
surgery. The so-called gastroenterologist 
will not do unless he understands and pays 
attention to the heart and lungs. 

Pulmonary complications cause one-half 
of the operative mortality. By using local 
anesthesia and nitrous oxide and oxygen 
these have been markedly reduced. 

Hemorrhage from the site of operation 
denotes faulty technique. This happens 
infrequently. Bleeding from an ulcer which 
had not bled previously may demand re- 
operation to control same. Perforation of 
an ulcer which was not excised or turned 
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in is also an infrequent:complication. We 
have seen one only. It occurred seven days 
after operation and was not recognized until 
the patient was too ill to operate upon. 

Vomiting is seldom seen to’an alarming 
degree unless the mechanics of the opera- 
tion are wrong. It may indicate vicious 
circle, occlusion of the stoma or the efferent 
loop, accumuldtion of fluid in the stomach, 
or peritonitis. Accumulation of fluid in the 
stomach should be promptly relieved by 
lavage. 


POSTOPERATIVE TREATMENT. 


Liquids by mouth must be limited for five 
days. We give nothing by mouth the first 
day. The second day a drachm of water 
every half-hour; this is doubled every day 
until the patient gets three ounces at a 


time. The third day albumen-water may 


infusion. 
for the first week. 


three or six months. 
leaves the hospital he takes a diet list which 
he is supposed to follow for a definite period. 


be alternated with water. The fifth day hot 
tea or milk and lime-water may be alternated. 


The fluid balance is maintained by en- 


teroclysis, hypodermoclysis, or intravenous 


As a rule enteroclysis is kept up 


The diet should be restricted for at least 
When the patient 


Many ulcer patients are compelled to diet 
for several years before operation, there- 
fore it should not be a hardship to continue 
on a restricted diet for several months after- 
wards. The diet and general régime should 
be prescribed by the internist. 

Let us have good medical and surgical 
codperation—team-work; then our results 
in gastric and duodenal surgery will ap- 
proach a satisfactory standard. 


Wound Complications 


BY L. K. FERGUSON, M.D. 


Agnew Fellow in Surgery, University of. Pennsylvania 


Probably the most frequent and most 
embarrassing postoperative complication is 
one involving the operative wound. An 
operation which was perfect in its major 
procedure may frequently be marred by the 
appearance of a hematoma or infection in 
the wound, necessitating days and often 
weeks of subsequent dressings. 

That this item is no small factor in 
hospital routine is shown by the fact that, 
of the 60 cases developing wound compli- 
cations during the past two years, 56 were 
detained in the hospital longer than the 
average time required for their respective 
operations. These patients occupied hos- 
pital beds 474 extra days. This means that 
each patient who develops a wound compli- 
cation must stay in the hospital on an 
average of 7.9 days after the time when he 
should have been discharged. It means that 
for three-fourths of each year a bed is 





occupied by a patient who should have been 
sent home. When you consider that this 
data is compiled from the records of only 
one of three surgical services, in a hospital 
where beds are at a premium, this post- 
operative complication becomes an impor- 
tant one for study. 

The discomfort and inconvenience to the 
patient does not stop with his discharge 
from the hospital. In 98 per cent of these 
cases the patients left the hospital with 
wounds still open, needing further dress- 
ings. 

Fortunately, the ultimate result of the 
operation is seldom changed by a wound 
complication. One death occurred in our 
service, but this was due to a cerebral 
thrombosis in an old patient and probably 
not influenced in any way by the wound 
infection. 

In a two-year period from September, 
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1923, to September, 1925, there were 1177 
operations done on Service C, University 
Hospital, on patients who stayed in the 
hospital long enough for their wounds to be 
followed. This figure does not include 
minor amputations, tenorrhaphies, etc. Of 
these, 757 (64.3 per cent) were clean cases 
—1i.e., cases not primarily infected or whose 
wounds could be closed without drainage. 

Of these clean cases, 60, or 7.9 per cent, 
developed wound complications. 

These cases have been analyzed as to (1) 
type of anesthesia; (2) duration of opera- 
tion; (3) type of incision. An effort has 
been made to find out when the various 
complications were first noted, and the 
average number of extra hospital days 
which these complications may be expected 
to demand. 

The complications were divided into three 
groups: 

1. Serum collections and fat necrosis. 

2. Hematomas. 

3. Wound infections. 

Table No. 1 shows the relative frequency 
of each type of complication according to 
the anesthetic used: 


No. 1. 
Gas- 
No. Gas. ether. Local. 
NE Ncncanennedcdeins 15 5 9 1 
DORERNE, cnn nig assests. 10 3 6 1 
Wound infection......... 35 5 21 9 
iw nwt ah ec khan 60 13 36 11 


Serum collections occurred in 15 cases, 25 
per cent of the wound complications—2 per 
cent of clean wounds. 

Hematomas were found in 10 cases, 16.6 
per cent of the wound complications—1.3 
per cent of clean cases. 

Frank wound infections appeared in 35 
cases, 58.3 per cent of wound complications 
—4.6 per cent of clean cases. The cases 
cultured showed the staphylococcus to be 
the infecting organism. 

It was gratifying to learn that wound 
complications occur more frequently in 
inhalation anesthesia—59 per cent of them 
occurred in cases using ether or gas-ether, 
21.6 per cent of them followed gas, and 18.3 
per cent followed local anesthesia. 
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Table No. 2 shows the classification of 
the complications according to the duration 
of the operation: 


No. 2. 
Length of Wound 
Operation. Serum. Hematoma. Infection. Totals, 
Less than 30 min...... 5 3 4 12 
een ee 4 6 18 28 
Oe ee eee 5 2 9 16 
RGOE civecnsuns i555 ce 4 4 


Eighty per cent of the complications 
occurred in operations which lasted one-half 
hour or longer, and in this’ group 64.6 per 
cent were frank wound infections. The 
clean operations which take more than 
half an hour to perform are a relatively 
small number. We may then conclude that 
the longer the operation, the more frequent 
and more serious the wound complications. 

According to the type or situation of the 
incision the complicated wounds may be 
classified as follows: 


se a ee ae 16 cases 
CME Sls ck on Sites 14 “ 
ee ee 19 “ 
Breast amputation .......... CEs 
Buttock incisions .......... Rg 
Transverse incisions ....... a 
Amputations ............... er 
Umbilical herniorrhaphy .... 2 “ 


Bone cyst 


Of 135 parainguinal incisions, 16 showed 
wound complications (11.8 per cent). 
These were divided into: Serum, 2; hema- 
toma, 3; wound infections, 11—8 per cent 
of herniorrhaphies. 

The most frequent complication of this 
incision then is wound infection, and it 
occurred in 8 per cent of herniorrhaphies in 
our hands. Because of these wound com- 
plications patients were retained in the 
hospital 107 extra days, which averages 6.7 
extra days for each infected case, and this 
in spite of the fact that patients with 
herniorrhaphies usually remain in the hos- 
pital for fourteen days. 

There were 223 clean gridiron incisions, 
11 of which showed wound complications, 
an incidence of 6.2 per cent. Of these, 4 
showed serum collections, 5 hematomas, and 
5 wound infections. Wound infection, then, 














occurs in 2.2 per cent of clean appendec- 
tomies. 

It was necessary to delay the discharge of 
these 11 patients 140 days. Patients with 
normal simple gridiron incisions are dis- 
charged on their seventh day, but when their 
convalescence is marred by a wound 
complication they are held on an average 
of 12.7 days longer. 

A right rectus incision showed postopera- 
tive complications 19 times out of 40 cases, 
an incidence of 47.5 per cent. These may be 
tabulated as follows: 


40 cases of right rectus incisions closed 
without drainage. 

19 wound complications—47.5 per cent. 

Serum, 6. 

Hematoma, 2. 

Wound infections, 11—27.5 per cent. 


Infection occurred in 11 clean cases, or in 
27.5 per cent of clean right rectus wounds. 
These patients were held in the hospital 65 
days more than the usual two weeks 
required for this incision, or an average of 
six days for each complicated wound. 

When may wound complications be ex- 
pected to give symptoms? The following 
table gives the results of this study: 





Days after Wound 

Operation. Serum. Infecti Totals. 
1-2 0 0 0 0 
2- 5 2 9 19 30 
5-10 8 1 12 21 
10-15 3 0 3 6 
15+ 2 0 1 3 


Serum or fat necrosis as a complication 
occurs in 2 per cent of clean wounds. It 
appears most frequently between the fifth 
and tenth day, just after the skin stitches 
have been removed. It causes a slight 
palpable bulge along the line of the incision, 
associated with a stretching of the scar and 
a change of color from the normal pink to 
a purplish red. The scar feels thin at this 
point and fluctuation may frequently be 
demonstrated. Fever and pain are usually 
absent. The stretched area of the scar may 
be perforated without pain, and the puddle 
of serum evacuated. If the cavity walls can 
collapse entirely, healing is almost immedi- 
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ate. If the subcutaneous tissues are thick, 
healing is delayed somewhat longer. As 
noted from the following table two-thirds of 
the cases showing serum collections are 
delayed two days or less in their discharge: 


Extra Hospital Days. 


0 2 83 5&6 7 912 15 20 25+ 
Gari... si siliscias Sie Re Bren lee - 15 
Hematoma ......... C28 28 2 ee eo ae ES 10 
Wound Infect....... $42343344 6 4 35 


Figures represent number of cases. 

Hematomas are found in 1.3 per cent of 
clean wounds. They usually are discovered 
when the skin sutures are removed on the 
fifth day and are recognized as rather long, 
firm, painless swellings under the skin. The 
scar is usually not stretched nor discolored, 
but if the subcutaneous tissues are thin or 
the hematoma is close to the skin, there may 
be a brownish discoloration in the normal 
skin on each side of the incision. The 
wounds heal quickly after the clot has been 
evacuated, and two-thirds of them are 
detained in the hospital five days or less. 
Many an unrecognized hematoma is prob- 
ably the cause of a late developing wound 
infection. 

Wound infections are the commonest and 
most damaging of wound complications. 
They appear in 4.6 per cent of clean cases. 
The first symptoms usually appear from the 
second to the fifth day with a slight eleva- 
tion of pulse and temperature. The wound 
is found somewhat red, indurated, and 
tender. A groove-director inserted into the 
scar reveals pus. Pressure on the wound 
shows the direction in which the pocket lies, 
and the skin should be opened over the 
entire length of the pocket. The wound 
is best treated by packing with plain dry 
gauze, adding later some of the local anti- 
septic solutions: gentian violet 1 per cent, 
and a mixture of alcohol 35 per cent and 
acetic acid 1 per cent, we have found to give 
the best results. Infected wounds caused 
a delay of 381 days in the discharge of 
patients, an average of 10.8 days per case. 

From this study we may draw the fol- 
lowing summary: 

1. Wound complications occur in 7.9 per 
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cent of clean wounds in our hands and are 
responsible for a loss of one hospital bed 
for three-fourths of each year. 

2. They are found more frequently in 
cases with inhalation anesthesia than after 
local anesthesia. 

3. They are found to follow by far the 
most frequently those operations whose 
duration is half an hour or more. The 
complications in this group were likewise 
more serious. . 

4. 11.8 per cent herniorrhaphies showed 
wound complications and 8 per cent showed 
frank wound infections. 

5. 6.2 per cent of gridiron incisions 
showed wound complications and 2.2 per 
cent showed infection. 

6. 47.5 per cent of right rectus incisions 
showed wound complications and 27.5 per 
cent of these wounds showed infection. 

?. Serum collections and fat necrosis 
occur in 2 per cent of clean wounds. They 
appear from the fifth to the tenth day and 
delay the patient but a day or two. 

8. Wound hematomas are found in 1.3 
per cent of clean wounds. They usually 
appear from the second to the fifth day and 
detain the patient less than five days. 

9. Wound infections occur in 4.6 per 
cent of clean cases. They become evident 
from the second to the fifth day usually and 
keep the patient in the hospital on an 
average of 10.8 extra days. 

With these facts in mind what conclusions 
may we draw with regard to the factors 
causing wound complications and what 
means may we take to prevent them? 


FACTORS CAUSING WOUND COMPLICATIONS. 


Wound complications follow most fre- 
quently long operations. This implies long 
exposure of the wound tissues and pro- 
longed trauma due to retraction. They 
occur most frequently in upper right rectus 
incisions where most of our long operations 
are performed. The situation of the 


incision is such that the wound edges cannot 
be fixed. They are constantly moved by 
changes in position of the patient and by 
The incision always involves 


respiration. 
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sections of many small vessels in the muscle 
and subcutaneous tissues, and frequently 
not all of these are tied. This incision js 
often closed under considerable tension, 
leaving somewhat of a dead space between 
the tense aponeurosis and the relaxed skin. 
In view of these facts, then, the following 
factors may be suggested in the causation 
of wound complication : 

1. Prolonged exposure. 

2. Prolonged trauma to the wound tissues. 

3. An incision which cannot be immo- 
bilized. 

4. Incomplete hemostasis. 

5. Dead space in the wound closure. 

The following measures present them- 
selves as valuable in an effort to prevent 
wound complication : 

(1) Prevent carrying of infection into 
the deeper layers of the skin by discarding 
the scalpel used for the skin incision. 

(2) Obtain complete hemostasis as the 
operation progresses and maintain this 
hemostasis after closure. Many bleeding 
points which clot during an operation and 
are not caught and tied begin to ooze after 
the wound is closed with increased move- 
ment of the patient and increased blood- 
pressure. 

(3) Make incisions sufficiently large to 
reduce the trauma of retraction. 

(4) Trauma and exposure may be de- 
creased to the slightest possible amount by 
the application of gauze wound covers as 
soon as the wound is opened. 

(5) Wound closure is best made by the 
insertion of silkworm-gut tension sutures in 
long wounds. This procedure insures 
against dead space. 

(6) The best skin closure is by means 
of Michel clips. They insure good approx- 
imation of the skin edges, leave a good 
scar, and by their use we can avoid the 
puncture of a subcutaneous vessel with the 
development of a hematoma, as so fre- 
quently happens, when a skin suture is 
placed with a needle. 

(7%) Splint the wound as well as possible 
by the application of tight adhesive dress- 
ings. 


















Dietetic Treatment of Peptic Ulcer of the 
Stomach and the Duodenum 


BY ALEXANDER JAROTZKY, M.D. 


Director of the Therapeutical Clinic for Internal Diseases Department, Staro-Iekaterininski Hospital, and 
Professor of Moscow University (Russia) 


SECOND COMMUNICATION 


(Concluded from the issue of December, 1925) 


Our second communication bears on the 
treatment to be given after the first ten 
days to patients suffering from peptic ulcer 
of the stomach or the duodenum, as well 
as of especially serious cases of excessive 
secretion of gastric juice. In my first com- 
munication I have dealt with the treatment 
of peptic ulcer during the most acute pe- 
riod—e.g., in the lapse immediately follow- 
ing a large hemorrhage, etc. In these cases 
my diet—i.e., raw white of eggs and butter 
given separately—is prescribed. But the 
diet should and. maybe confined to the raw 
white of eggs and butter only during the 
most acute period of disease, namely, the 
first eight or ten days, when other, authors 
advise the patient to entirely abstain from 
feeding per mouth. In my present paper 
I intend to submit a diet which is to be 
prescribed for the patients in after periods, 
for weeks, months, and even years. 

Let us assume that: we are facing a 
patient who presents severe symptoms de- 
pending on excessive secretion of gastric 
juice or those due to peptic ulcer of 
the' stomach or the duodenum, these symp- 
toms being expressed in their chronic form, 
but not threatening the patient’s life at the 
present moment. In these cases in order to 
assure full rest to the stomach you may 
also either prescribe the raw white of eggs 
and butter for the first eight to ten days, 
or at once start the diet given below. 

We forbid such a patient the following: 
In the first place milk. Here one can easily 
imagine the amazement plainly written on 
the face of the patient, as it is customary 
for doctors to prescribe a milk diet, this 
diet being also recommended in university 
text-books. The prescription of milk to 
patients with hypersecretion of gastric 





juice, when the stomach should be given 
rest, is altogether prohibited by modern 
physiology, and clinical experience supports 
this view. 

This point being of first-rate importance, 
let us recollect some fundamental facts, 
speaking against the prescribing of milk for 
patients with hypersecretion. 

Let us presume that somebody was en- 
trusted with the task of preparing food for 
a newly born child. This hypothetic person 
would, while preparing its food, aim to have 
therein such contents which would enable 
the digestion to be equally shared between 
the stomach and the intestine. It would be 
exceedingly unreasonable if the milk would 
escape straight on into the intestine with- 
out sojourning in the stomach and causing 
the secretion of gastric juice. As a matter 
of fact, we may in the very contents of 
milk trace a series of adaptations worked 
out by natural selection and having as their 
purpose the retention and digestion of milk 
in the stomach. Now in our instance of 
hypersecretion, this is most undesirable. In 
the first place the main albuminous integral 
part of milk casein begins to coagulate, i.e., 
turns from liquid into hard shape, whereby 
its transition into the intestine is consider- 
ably impeded. Secondly, milk is actually 
an intermixture of albumin and fat. Now 
the experiments of I. P. Pavlov, Marbaix 
and Serdiukov have proved that such mix- 
tures, being in even insignificant amounts 
introduced into the duodenum, immediately 
cause the closing of the pylorus and a re- 
tention of chyme in the stomach. Finally, 
our hypothetic infant food-compiler should 
have taken into consideration that the 
nervous system of the child not yet having 
reached its maturity, it is impossible to 
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count upon a strong secretion of juice due 
to psychic factors. 

Infant food should therefore contain 
an ample amount of chemical substances 
stimulating the secretion of gastric juice. 
Experience proves these assumptions to be 
correct. Khijin’s experiments have ascer- 
tained milk to contain a large amount of 
substances chemically stimulating the secre- 
tion of gastric juice, and the latter (hydro- 
chloric acid) involves the closing of the 
pylorus and a detention in the transition of 
chyme into the intestine. 

All this indicates from the standpoint of 
modern physiology how unsatisfactory the 
prescription of milk is in all those cases 
when the stomach is to be given full rest 
or when an excessive secretion of gastric 
juice is to be avoided. Clinical data entirely 
concur with physiological assumptions. 

American authors while investigating the 
curve of stomachal secretions have recently 
proved that a milk diet greatly raises the 
acidity of the stomach contents: namely, 
Crohn, Burril and J. Reiss, who investi- 
gated the curves of gastric juice secretion 
by the method of a thin sound. It was 
found that 240 cc. of milk involve a strong 
acidity of the stomachal contents—.e., raise 
it to 120 (decinormal alkali solution) of 
acidity, which was latent only to the first 
half-hour, it being later possible to ascer- 
tain its presence for three to four subse- 
quent hours; 500 grm. of a mixture of milk 
and eggs also provoke a strong degree of 
general acidity, but for the first one and a 
half hours the free hydrochloric acid is ab- 
sent, with general acidity of 90; then the 
amount of free hydrochloric acid increases 
for four hours to 105 and the general 
acidity to 145; finally there remains in the 
stomach only free hydrochloric acid with- 
out food remnants—i.e., supersecretion oc- 
curs; 280 cc. of transparent meat bouillon 
quickly cause high figures of free and gen- 
eral acidity (80 and 115 respectively) with- 
out markedly binding the acid. Thus, 
according to these authors, milk proves to 
be a vigorous stimulant of gastric juice and 
only slowly escapes the stomach; milk and 
eggs, as given with the diet of Lenhartz, 
Sippy and others, very strongly stimulate 
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the secretion of gastric juice both with 
empty and full stomach, and are retained in 
the stomach for some time. In this way, 
according to these authors bouillon, which 
obviously should never be given to patients 
with peptic ulcer, is a much weaker stim- 
ulant as compared with milk and eggs. 
Ramond says that he, in collaboration with 
Carrier, has several times carried out the 
following experiment: Strong men with a 
normal digestion were given an exclusively 
milk or milk-vegetarian diet. In a few days 
it was found possible to extract gastric 
juice by means of a sound after fasting, 
and also ascertain a quite certain hyper- 
chlorhydria after a trial breakfast. This 
observation is quite in accord with what we 
might expect on the ground of physiological 
data. 

Finally, I have -had occasion to observe, 
since 1910, extensive series of cases with 
hypersecretion and peptic ulcer of the 
stomach or duodenum with patients suffer- 
ing from strong pains whilst making use 
of the milk diet; all these pains ceasing at 
once when milk was no more administered. 
As to nutritiveness, it is also not advan- 
tageous to prescribe milk on account of it 
containing a large percentage of water. So, 
with regard to calorific value one liter of 
milk can be replaced by about three spoon- 
fuls of cream-butter (70 grms.). It is 
therefore now obvious that the giving of 
milk by hypersecretion is a grave violation 
of the rules of a rational physiologically 
and clinically supported dietetics. Some 
time, in the days of Cruvellier and then 
Leube, the prescription of milk for purposes 
of stomachal preservation (Schonungs- 
therapie) was a considerable step forward, 
but nowadays we dare say that in such 
cases it is nothing but a matter of routine. | 

Milk is‘also prohibited to such patients in 
all feedings ; consequently so are as well all 
gruels cooked with milk and other dairy 
products, with the one exception of fresh 
unsalted cream-butter. Butter is excepted, 


because it is practically nearly pure fat (84 
per cent). Thus, such patients are not only 
forbidden milk, but also cream (it being 
a mixture of albumens and fats), sour milk, 
all kinds of cheeses and curds. 























Curds have been recommended with ulcer 
long ago by Prof. Vassiliev. At one time 
I also made an attempt to introduce them 
into my'diet. However, as regards curds 
it is well to remember that the experiments 
of I. M. Pavlov’s laboratories on dogs with 
isolated show that curds are 
apparently no suitable food with such 
abdominal diseases that are accompanied by 
an increased secretion of gastric juice. It 
appears that more juice is secreted with 
curds than with a respective amount of milk, 
and the sojourn of food in the stomach is 
with curds nearly three times longer than 
with milk. This may, according to 
Gordeiev, be explained by a more solid 
consistency of curds as well as by the fact 
that they contain milk-acid. Kephir and 
fermented mare’s milk (koumiss) are for- 
bidden on account of the alcohol and 
carbonic acid contained in them. All gruels 
should be boiled in water and by no means 
in milk. 

The patient is further forbidden any 
meat broths (such as bouillon, meat- or 
fish-soup, etc.) and vegetable broths 
(vegetarian bouillon, beet-root soup, and so 
forth). Prof. N. I. Leporski has proved 
vegetable broths to have even a greater 
juice-stimulating effect than meat broths. 
Finally the patient is not allowed to have 
eggs, because eggs are practically a mixture 
of white and yolk, the yolk of egg being, 
according to A. P. Sokolov, a_ strong 
stimulant of gastric juice secretion. Fur- 
thermore the yolk, on entering the 
duodenum, causes the closing of the 
pylorus, as has been proved by Marbait. 

In making our dietetical prescriptions we 
especially emphasize the prohibition of milk, 
bouillon, and eggs, because to this very 
day the majority of doctors allow and 
prescribe for their patients these three kinds 
of food, despite it being quite contradictory 
to physiological data. How unreasonable 


ventricle 


the prescription of raw eggs—an unfailing 
element of usual ulcer diets—is can be seen 
from the fact that raw eggs, being swal- 
lowed as they are, or in the form of a 
stirabout (diets of Lenhartz and Lutier), 


always represent a mixture of albumens 
and fats. 


The enormous difference in the 
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process of digestion, when only albumens 
are given (as with my diet), and when a 
mixture of these albumens with fats is 
administered, can be plainly ascertained 
from the experiments of L. F. Piontkowski, 
who tried both, giving raw white of egg 
per se, and the same with butter. 

All food, white of eggs and _ butter 
inclusive, should on account of its juice- 
stimulating effect be cooked and adminis- 
tered to the patient without salt (see the 
dissertation of P. A. Sokolov). Besides, 
as Bickel has proved, the poorer in salt 
the organism is, the less gastric juice is 
developed with the same food. 

Hypersecretion of gastric juice easily 
develops on the ground of an unstable, 
easily irritable status of the mind and 
nervous system. From this standpoint we 
should prescribe for the patient mental rest 
and try to regulate his work in such way as 
to emancipate him from excessive intellec- 
tual labor; we should attempt to alter the 
character of his life in order to make him 
more free from psychic shocks; in case of 
necessity we may even isolate him from an 
unwholesome surrounding, place him in a 
sanatorium, and subject him to a general 
treatment, stabilizing the nervous system 
(country life, fresh air, hydrotherapeutics, 
etc.). 

The harm of smoking is explained to the 
patients when suffering from hypersecre- 
tion, nicotine being one of the most active 
factors in stimulating this disease. Smoking 
is therefore either entirely prohibited or 
strictly reduced to a minimum. All 
beverages containing alcohol (even with 
insignificant percentage) are entirely for- 
bidden. The same is done for coffee and 
all its succedaneums, the latter on account 
of contained scorched matters, which are 
also strong stimulants of gastric juice. 
Interdicted are chocolate, cacao, and strong 
tea. 

We should generally avoid a reflex on 
the part of the mouth cavity and therefore 
exclude all dishes that may be tasty for the 
patient or stimulate his appetite. Here- 
under fall all sharp seasonings and sauces, 

such as mustard, pepper, parsley, onions, 
radish, and mushrooms. Meat _ sauces 
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obtained while cooking or boiling meat are 
especially detrimental. Excluded should 
also be everything flavored, spiced, salted, 
or smoked—e.g., sausage, ham, salmon, 
sardines, fumado, caviar, and all tinned 
food. 

As mastication is an important factor in 
the causation of reflective secretion of 
gastric juice, the patient should not receive 
any chewing supply, be it biscuits, bread- 
crusts, or meat and vegetables, in the form 
of lumps. The whole of the food should 
be of liquid or semiliquid consistency, or 
otherwise in the form of porridge, so that 
not only mastication should be eliminated, 
but also the transition of chyme proceeding 
from the stomach to the intestine through 
the pylorus greatly relieved. 

Under the title of dishes containing much 
stimulants of gastric juice secretion, should 
be prohibited jelly (coagulated juice obtained 
while boiling veal), eatables prepared. with 
gelatin, etc. Meat is, as a whole, pro- 
hibited, for the same reason, and also 
because we should not only account for the 
consistency of a given kind of food, but 
also judge how much it stimulates the secre- 
tion of gastric juice. That is why meat is 
forbidden as a whole, without excepting the 
sorts generally considered as tender, ¢.g., 
chicken, veal, etc. Fat meat is especially 
detrimental. True, later, when the diet is 
to be enlarged, meat shall be given, and I 
intend later on to point out exactly how this 
is to be done. I also forbid brains, because 
they contain a mixture of albumen and fats. 

Liquids are also maximally limited, with 
the exception of liquid soups and porridges, 
the giving of which latter will be dealt with 
in the following pages. 

Steensma proposed fried fish as a diet 
especially suitable in peptic ulcer. This 
author is, by the way, on the ground of 
modern physiological data very strongly 
opposed to the prescription of milk in peptic 
ulcer. But one can by no means agree with 
his view of fish being a product useful in 
the diet of patients suffering from peptic 
ulcer or excessive stomachal acidity. Fish, 
as proved by Prof. V. N. Boldirev, has a 
still greater juice-stimulating capacity than 
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meat. I therefore entirely forbid fish to 
my patients. 

As already stated above, all food should 
be given in liquid form or as a porridge. 

Basing ourselves on these principles, we 
prescribed for the patient in the first place 
semiliquid soups—purées of boiled through 
and rubbed grits and potatoes, cooked in 
water without salt, with unsalted cream- 
butter. Any grits will do, provided they 
can be boiled soft—.e., pearl-barley, rice, 
semolina, etc. The seeds of leguminous 
plants are not admitted into this diet on 
account of their containing a large 
amount of nitrogenous ingredients. Pota- 
toes should be preliminarily boiled, the 
water in which they were cooked poured 
out, the potatoes themselves mashed, and 
then only a semiliquid soup in fresh water 
prepared. It is more advantageous to 
select those species of starch substances 
that contain aliments giving the smallest 
particles after being liquefied. In this 
regard, according to Jurgensen, oat grits 
give particles from 0.0044 to 0.044, rice 
0.0066, maize 0.0132, wheat 0.0252, barley 
0.0264, potatoes from 0.07 to 0.09 and 
rarely from 0.14 to 0.18 mm. But, accord- 
ing to my observations in the Iuriev 
(Dorpat) Clinic, potato-soup was also quite 
well endured. 

Butter is added ad libitum according to 
taste—the more the better. From a 
psychological standpoint cream-butter, as 
compared with other fats, gives the best 
results, because it has the capacity of 
maximally detaining the secretion of gastric 
juice. But for purely economical reasons 
it may be replaced by vegetable oil (mus- 
tard, sunflower, flax-oil, etc.). Fats of 
animal origin (beef, mutton and pork 
tallow) are of no avail. 

Finally the patient receives as a third 
course sweet gruels of rice and semolina 
cooked in water with sugar, honey, and 
fruit juice from jam (raspberries, straw- 
berries, etc.), sweet purées of roast apples 
and pears, purées of apricots and plums. 
One should not use a jam made of sour 
apples or other sour fruit, and the juice 
from the jam should be free from kernels, 
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berries, and peel. While making use of that any additional stimulation would neces- 


fruit, no stews are admitted, but only 
purées or roasted and boiled fruit. 

In what concerns food régime, the day of 
the patient is distributed as follows: 

With us, in Russia, we usually begin our 
morning by a glass of tea and a loaf of 
bread—i.e., the trial-breakfast according to 
Ewald-Boas. This is most unpractical for 
patients suffering from hypersecretion. 
Owing to a large amount of water con- 
tained, such a meal involves an ample 
secretion of gastric juice, and at the same 
time does not contain enough of such 
substances which could bind the secreted 
muriatic acid; hence it can be easily under- 
stood why a considerable amount of such 
patients complain of strong pains after 
their morning tea. On account of this, I 
advise the persons sick with hypersecretion 
to begin their day in Scotch fashion, 1.e., by 
a plate of liquid porridge (oatmeal or 
other), cooked as outlined above. The 
patient is advised to take as much butter as 
possible. It often occurs that these patients 
consume, both in mess and in pure form, 
about % Ib. (200 grm.) cream-butter a day. 

These patients may also swallow, before 
any other food in the morning, the raw 
white of eggs, but in such cases it should 


be made sure that the patient does not later - 


get butter or porridge and butter for a 
long time (several hours). But at this 
stage I usually do not prescribe white of 
egg to patients treated with porridge and 
purées. 

With such a régime the patient gets a 
sufficient amount both of albumens and 
calories. 

Exempli gratia, we produce herewith two 
charts showing clinical histories, from 
which the development of the disease and 
the variation of secretion of gastric juice 
under the influence of the above diet may 
be observed. 

Should the patients complain of this diet 
being tasteless, it is explained to them that 
it is the very idea of the diet to be so, 
because taste and savoriness are secured 
for the purpose of stimulating the secretion 
of gastric juice, whereas in their case an 
Overamount is already being secreted, so 
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sarily be injurious. 

As a rule the patients easily comply with 
this diet. It is, however, evident that with 
different patients it may sometimes involve 
various troubles. It is easiest for the phy- 
sician to deal with the working class, people 
who have to support their families, and 
who, having come to consult him after much 
suffering, are in haste to get rid of pain at 
any price. Some of my patients were 
peasants—Esthonians, Russians, and Tar- 
tars—craftsmen and farmers from the south 
coast of the Crimea, and Moscow work- 
men. Much more difficult is the treatment 
of wealthy patients, e.g., one lady teacher 
in Iuriev-Dorpat, having gone through a 
heavy hemorrhage (when according to her 
own words, while vomiting, she had lost a 
whole cupful of blood), began to complain, 
after only one week’s treatment, that “it’s 
not worth while living with such a mess.” 
There are individuals who live to eat, in- 
stead of eating to live. 

As a whole I try to keep the patient on 
the vegetarian-butter diet as long as possi- 
ble, but if there are emphatic complaints, 
and, on the other hand, no acute phenomena 
of peptic ulcer of the stomach or the duo- 
denum (no blood in the feces after some 
three weeks), I enlarge this diet. I still do 
not authorize milk, eggs, and meat-broths, 
but straight away allow meat—in a chopped 
state, i.e., as a cutlet. The cutlet is roasted 
on a small amount of butter, or on water. 
When permitting a cutlet, the fundamental 
principle of treating hypersecretion should 
once again be remembered, viz., that albu- 
mens (meat) mixed with fats are most 
detrimental in hypersecretion, because this 
mixture when reaching the duodenum 
causes the closing of the pylorus, a deten- 
tion of chyme for many hours in the 
stomach, and an abundant secretion of gas- 
tric juice in subsequent hours due to the 
action of soaps (cf. the research of Piont- 
kowski). Therefore, when a patient receives 
a cutlet for dinner he is not given any soup. 
Dinner consists of a meat-cutlet with po- 
tato or other purée and vegetables, the 
latter two being prepared with a minimal 
amount of butter. As to the last course, 
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it consists of sweat porridges with fruit- 
juice or fruit-purées. Liquid soups, gruels 
with butter, and butter by itself are given 
all the same, outside dinner-time, in the 
morning, evening, and in the course of the 
day. 
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persons suffering from active tuberculosis 
of lungs and other organs. 

What, now, are the results of this diet? 
From an objective standpoint, a decrease 
of secretion of gastric juice. In this re- 


gard we have gathered a large illustrative 


(100 correspond to 0.366%.) 


Diagram No. 1a. The changes of the acidity of the stomach contents of patient M. T., when the stomach is fasting, and . 


of vomited masses. 


euldsea biched oh Total acidity. 
Diagram No. 1b. The changes of the acidity of the stomach contents of patient M. T. after.the trial breakfasts of Ewald. 


A diet for hypersecretion on such a scale 
represents a rich and varied mess, to which 
the patients may stick for an indefinitely 
long time, without loss and even with an 
increase of weight; this referring also to 


(From article of Dr. Deni a-Sushtshewska.) 
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material. From high figures of free muri-. 
atic acid we, by means of a vegetarian-butter 
diet, are able to bring its amount down to 
zero. But in order to attain a marked sub- 
jective improvement, it is usually unneces- 
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sary to reduce the amount of free muriatic 
acid to such a low figure. To produce a 
sharp decrease of the amount of free mu- 
riatic acid, it is usually essential to. wait 
for some weeks, but it has been proved 
both on outdoor and indoor patients that 
this lowering is rather easily and rapidly 
attained (N. P. Likhatchiov). 

Dr. A. Altshuler, of Detroit, Michigan, 
U. S. A., has made use of my diet in eight 
cases, finding that the general acidity had 
decreased from 65 to 37 in two weeks; an 
amyloid diet being prescribed, the general 
acidity was 39. After three weeks the free 
muriatic acid fell to 16 and the bound acid 
to 9. This author notes the important 
circumstance to the effect that this low 
acidity remains also when the patients turn 
to a more usual diet. The secretion of gas- 
tric juice after fasting also ceases entirely. 

But even before an objectively observed 
decrease of gastric juice secretion (decrease 
of amount of free muriatic acid) there be- 
gins a marked improvement of the subjec- 
tive status—cessation of pains, vomiting, 
and sour eructation. Especially noteworthy 
is the discontinuation of strong pains, which 
.with the usual milk-vegetarian diet could 
not be alleviated by various narcotics. We 
observe complete recovery with most diffi- 
cult patients, who had been suffering from 
hypersecretion for many years (¢é.g., seven 
and more), all the time trying to get cured 
in different clinics, where they had been 
kept on the usual milk-vegetarian diet with- 
out results. 

It is my custom to treat patients suffer- 

‘ing from ulcer of the stomach or duodenum 
as well as severe cases of hypersecretion 
without drugs. The prescription of nar- 
cotics, ¢.g., morphine, is entirely super- 
fluous and unreasonable, because in cases 
with strong pains when many injections of 
morphine did not decrease the pains, the 
prescription of our diet, without morphine, 
at last caused the pains to cease. This is 
supported by the evidence of our observa- 
tions as well as of those of B. P. Varipaiev 
from the clinic of Prof. N. N. Kirikov. It 
is also unreasonable because Riegel has 
proved by means of elaborate experiments 
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on a dog with isolated stomach, and also on 
men, that morphine given jointly with food, 
although it at first somewhat detains the se- 
cretion of gastric juice, later strongly fosters 
the secretion, this stimulating effect lasting 
for several hours. The same is confirmed 
by Holsti from Runeberg’s Clinic. As is 
well known, there exist at present such 
authors as Bergmann, who base their treat- 
ment of gastric and duodenal peptic ulcer on 
atropinization of the organism. But with 
us most heavy cases have been splendidly 
dealt with without making use of any med- 
icine, atropine inchisive. As the experi- 
ments of Benett with thin sound have 
proved, we have in atropine a means of 
withholding the secretion of gastric juice, 
and its use may therefore be justified. But 
against the prescription of atropine in such 
cases stands the necessity of giving it in 
comparatively large doses if one only wants 
to achieve satisfactory results (subcutaneous 
injections) at 0.001 twice or thrice a day, as 
Ploos van Amstel advises), and also the 
fact that the patient quickly gets accus- 
tomed to it. From Aldor’s experiments it 
can be seen that ‘on the ninth day after the 
use of atropine the secretion of gastric juice 
was higher than before. But the main ob- 
jection against the use of atropine with such 
illnesses consists in the fact that its action 
cannot be other than only general; while 
introducing it into the organism we not only 
hinder the secretion of gastric juice, but 
also strongly infringe the regular work of 
numerous physiological agents. At the 
same time we should require a determinate 
effect from every method of cure; such a 
method, while varying the course of a given 
process, should leave all other functions of 
the organism unmolested. Now, after the 
researches of I. P. Pavlov’s school, we have 
in diet a powerful means, by help of which 
we may, at will, vary the course of work of 
the alimentation mechanism, and therefore 
we consider the application of such med- 
icines as atropine of no avail. 

The use of lunar caustic (argentum nitri- 
cum) is unrational, because, as Baibakov’s 
experiments from E. K. Wagner’s clinic 
have shown, it also stimulates the secretion 
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of gastric juice. The same has been con- 
firmed by Kelling’s experiments on a dog 
with gastric fistula, where it was found that 
lapis given in medium doses is a strong 
irritating agent, even stronger than alcohol. 
The, use of lunar caustic with peptic ulcer 
may be explained, as Kelling has shown, by 
the fact that lapis makes chronic cases acute 
and thereby contributes to their healing. 
But such acuteness is superfluous with our 
diet. 

As quite reasonable should be mentioned 
in peptic ulcer the use of carbonate of bis- 
muth, especially in the form of treatment 
proposed by Destot (Lyons, France). This 
author had observed that even a single dose 
of carbonate of bismuth as that given to 
patients with transillumination of the 
stomach gives very satisfactory results, and 
on this basis worked out his own treatment. 

I. P. Pavloy sums up the question of the 
influence of soda upon the secretive activity 
of the stomach in the following way: If a 
one-per-cent soda solution is injected into 
the stomach only, the latter being discon- 
nected with the intestine, it acts just as 
ordinary water; but a more than one-per- 
cent soda solution is always juice-stimulat- 
ing. However, should one, on the other 
hand, begin soda injections from the intes- 
tine it always has a detaining influence. If 
you need to suppress juice secretion, ad- 
minister soda some time before mess. But 
if, on the contrary, you wish to produce 
juice-stimulating action, give soda with 
food, and this for several reasons: first, 
soda will act as ordinary water; secondly, 
the specific soda influence shall be observed ; 
and thirdly, with large amounts of soda the 
carbonic acid produced by neutralization 
may begin acting as a stimulant. 
the experimental ~ basis, which clinicists 
should comply with. Hence, with hyper- 
‘secretion it appears to be entirely unrational 
to give soda during or immediately after 
meals. Also from this standpoint it is 
quite unreasonable to prescribe soda pow- 
ders combined with a_narcotic (morphine, 
opium) and given after mess, although these 
powders have been, especially in the past, 
so largely distributed in dispensaries. Ir- 
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rational is as well the way of making use 
of soda, which is practiced by some chronic 
sufferers of hypersection, who carry about 
a little case of soda and take a snap at 
every sour eructation. Naturally a dose 
of soda taken at the moment, while neutral- 
izing acid, gives a subjective sensation of 
relief, but carbonic acid always causes a 
new secretion of gastric juice. So that the 
only rational method of taking soda for 
hypersecretion consists in using weak solu- 
tions approximately corresponding to the 
contents of Vichy, and after fasting an hour 
or two before a meal, i.e., in the way which 
has been empirically worked out by medical 
science for mineral waters. I usually pre- 
scribe soda for my patients when I expand 
the vegetarian-butter diet (gruels, soups, 
vegetables) and begin to authorize meat (a 
cutlet). They then get soda in a 0.5-per-cent 
solution, 150 cc., one hour and a quarter 
before meals, twice a day. 

What are the results of my treatment of 
peptic ulcer? 

With regard to the acute period, the 
treatment of peptic ulcer with bloody vomit, 
blood in feces, when the patients receive 
only white of egg in the morning and 
cream-butter in the afternoon, I must note 
that since 1910—+.e., the year when I began 
to make use of this method—I have not had 
a single death. It can be seen from the 
chronicle of diseases of the Iuriev Hospital 
Clinic that one patient died four hours after 
admission, i.e., before the commencement of 
treatment. Another patient died from 
severe hemorrhage before the eyes of my- 
self and a friend—a surgeon—before we 
even had time to start his examination. I 
know of no other deaths. Conclusions 
drawn on the ground of personal experience 
should be carefully dealt with, because this 
experience is always necessarily restricted, 
but I still deem this evidence to be of 
some value. In all other cases, when there 
was no profuse hemorrhage, even though 
the patients were admitted in very serious 
condition, they always recovered. 

But where should be established the 
border-line between the symptoms requiring 
the use of the dietetic and operative treat- 
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ment methods? From the aforesaid it 
seems that this question can be quite easily 
solved. It is quite clear that from my 
standpoint it is entirely unallowable to make 
a gastroenterostomy only on account of 
pains, peptic ulcer of the stomach or the 
duodenum. In all these cases one could 
obtain a cure by the single use of the 
dietetic method. I have no doubt as to the 
possibility of obtaining a healing of the 
ulcer by means of exclusive use of the 
dietetic method even in those cases where 
there is a deep ulcer penetrating into the 
adjacent organs. Among the peptic ulcers 
coming under my observation there also 
have been penetrating ones, but their course 
did not differ from that of all other cases. 
Quite recently there have been given pub- 
licity such cases of ulcer-healing, when the 
recovery took place without operative 
recourse, solely by means of curative and 
dietetic methods (rest, Leibe’s method, 
atropine) or artificial feeding through the 
duodenal sound of Einhorn. So, according 
to Fleckseder, the cavities (Nischen symp- 
tom) traced up through -s-rays can 
disappear owing to atropine treatment. (See 
also the research of Ohnell.) True, Fleck- 
seder a$ well as Brunn and Saxl keeps to 
the opinion that the Nischen symptom is, 
at any rate for a part of the cases, nothing 
but an expression of local muscular spasm. 
Einhorn states at the end of his paper that 
even inveterate ulcers (so-called callous 
ulcers) with developed pathologic changes 
are subject to internal medicine (duodenal 
sound feeding). . It should be assumed that 
such ulcers scar also with the use of our 
method (see in this respect thé article of 
E. Friedheim in Arch. f. Verdauungs- 
krankh., Bd. 33, s. 270). 

The diet I propose being based on physi- 
ology, and for this reason giving more 
definite results, enables us to definitely fix 
the boundary between the cases one can 
confine to a therapeutical treatment only and 
those which are subject to surgical assist- 
ance. 

It is not allowable to do a gastroenteros- 
tomy on a person who can recover without 
it, because practically every operation is a 
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mutilation of the patient and a severe 
violation of physiological equilibrium. In 
this regard are of special interest the ex- 
perimental researches of Prof. N. N. 
Burdenko from which the depressing action 
—even to a marked degenerative alteration 
—of a gastroenterostomy upon the secretion 
of the pancreas was ascertained. Accord- | 
ing to his view ulcus pepticum jejuni ensues 
as a result. 

Pribram, drawing his conclusions on the 
ground of results obtained at a clinic con- 
ducted by such an authority as Bier, writes 
that the very best reports as to results still 
show that in 20 to 40 per cent of cases it is 
impossible to relieve the patients from their 
complaints (beschwerdefrei zu machen). 
Besides, gastroenterostomy is unable to 
preclude the dangers threatening the 
patient’s life—i.e., hemorrhage and perfora- 
tion due to the development of peptic ulcers. 
Especially unfavorable results are obtained, 
according to the data of Bier’s clinic, with 
gastroptoses. In these cases chyme may 
be detained in the stomach or enter the 
pyloric part in especially large amounts, 
thereby reflectively stimulating the secretion 
of gastric juice even with the stomach 
being empty. Functional sufferings follow- 
ing gastroenterostomy are, according to 
Pribram, especially noteworthy. This group 
of patients with their exclusively heavy 
sufferings seems to be in worse shape after 
operation than before. Pribram even gives 
the following title to his paper: “Gastro- 
enterostomy as a Special Disease.” “I know 
of such patients,” writes Pribram, “who had 
to endure one operation after the other— 
all their life being, for long years, nothing 
but a cross-bearing way of ceaseless suffer- 
ing to the very end.” To such cases belongs, 
for instance, a patient Henry; this man, 
aged thirty-six, from February 13, 1913, to 
December, 1917, had suffered from per- 
foration five times, and he was also that 
many times operated. 

All this compels us to restrict the use of 
the surgical method—apart from cases of 
perforation and profuse hemorrhage—to 
cases of mechanical obstruction for the exit 
of chyme. But even in such cases it is 
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necessary to previously attempt a dietetic 
treatment method. A’ severe case of 
obstruction is usually accompanied by 
spasm, and as our diet, containing much 
fat and being of semiliquid consistence, has 
the virtue of decreasing the amount of free 
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HCl, so is it most useful for cases with 
mechanical impediment. In this regard are 
of interest the researches of Petren and his 
pupils on the use of butter in cases of 
pyloric stricture, as well as the studies of 
Conheim, Merkel and Bloch. 





The Place of Quinidine in Treatment of 
Disorders of the Heart 


BY LOUIS FAUGERES BISHOP, M.D. 
New York 


It is no new thing to suggest the use of 
quinine in the treatment of functional 
disorders of the heart, but, like many other 
remedies which have their vogue and then 
disappear from use, there was a long period 
of time when it was overlooked as a remedy 
in heart disease. A few years ago quini- 
dine, one of the derivatives of cinchona, was 
revived as a remedy for fibrillation of the 
auricle. We all followed with much interest 
numerous researches that were made and 
papers that were written giving accounts of 
the results obtained from this remedy. Those 
who were familiar with the natural history 
of fibrillation were not as much impressed 
as the younger men working in cardiology 
for the first time. There were striking in- 
stances of the arrest of the irregularity 
while taking the drug that are hard to ex- 
plain except as a specific effect of the treat- 
ment. Nevertheless, in general, people suf- 
fering from fibrillation ran very much the 
same course with or without quinidine, and 
some of us very soon decided that it was 
not worth while in fibrillation, even disre- 
garding the fatal accidents that were re- 
ported. The accidents might well have been 
mere coincidences and might have happened 
at any time to people as badly impaired as 
a group consisting of persons suffering from 
fibrillation. 

The return of quinidine to the list of 
cardiac remedies naturally led to its use in 
various other conditions. While I have prac- 
tically abandoned the use of quinidine in 





fibrillation, I am continuing it in the treat- 
ment of ventricular extra-systoles and some 
tachycardias with very striking examples of 
satisfaction to persons suffering from these 
conditions who, on account of long-con- 
tinued experience with the disorders, are 
themselves able to judge of its effect. One 
gentleman in particular who had been under 
observation for a long time with  extra- 
systoles, occurring usually after every sec- 
ond normal beat, telegraphed to me from 
Florida for an extra supply of quinidine, 
saying that for the first time in months he 
had been entirely comfortable. Although I 
have not seen this gentleman for a long 
time I know he has considered it worth 
while to continue this remedy, while on all 
previous occasions he had abandoned, after 
a short time, the treatment prescribed. 

Another gentleman who had suffered for 
a number of years from a very uncomfort- 
able consciousness of extra beats told me 
that for the first time in a good while he 
was not conscious of his heart. 

On the other hand, a man was recently 
seen who became distinctly worse while tak- 
ing quinidine. There may have been other 
causes. 

Given in doses of two grains three times 
a day, it is such an innocent remedy and 
such a good substitute for the average bitter 
tonic that it is certainly worth trying in the 
treatment of every one suffering from this 
condition of abnormal ventricular activity. 


109 East 6lst STREET. 












THE RESUSCITATION OF THE 
NEW-BORN BY ADRENALIN. 





Readers of the THERAPEUTIC GAZETTE 
will recall that we have drawn attention 
from time to time to the fact that during 
or immediately after surgical procedures, 
when death had apparently occurred, 
cardiac resuscitation had been brought 
about by injecting into the heart 5 or 10 
minims of a 1:1000 solution of adrenalin. 
The daily press as well as various medical 
journals have also called attention to the 
fact that such a method of treatment has 
proved efficacious in producing a recovery 
in children apparently born dead. Indeed 
it is possible that the results in this class of 
patients has been better than those obtained 
in adults. 

In a recent issue of La Presse Médicale, 
Gripuy and Mierel refer to what they call 
“the marvelous results in reanimation of the 
heart” by the intracardiac injection of 
adrenalin, results which are the more note- 
worthy because the technique of the 
instrumentation is relatively simple; all that 
is required being a syringe with a long 
needle and an ampoule of adrenalin 1:1000. 

They seem to have found this method of 
greater service in what they call the white 
syncope of the new-born which does not 
respond to ordinary methods of resuscita- 
tion, and they report, for example, one case 
in which, after a woman had been in labor 
for twenty-four hours and who suffered 
from marked uterine inertia, the amniotic 
fluid being mixed with meconium, they 
applied forceps and made a delivery. The 
child was born white, and ordinary methods 
as to artificial respiration and rhythmic 
traction of the tongue having failed to pro- 
duce resuscitation, after about five minutes 
of these methods, they administered 1 cc. 
of the 1:1000 solution in the fifth left 
intercostal space between the median line 
and the anterior mammary line. They 


obtained blood in the syringe and then 
injected the adrenalin, and after doing so 
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continued movements of artificial 
respiration along with traction, of the 
tongue, placing the child in the Trendelen- 
burg posture. After a few minutes the 
respiration was established normally, and 
later there was some rapid breathing with 
tachycardia, followed by dilatation of the 
peripheral blood-vessels and the establish- 
ment of a normal condition. 





THE TREATMENT OF MALIG- 
NANT DISEASE WITH LEAD. 





It will be recalled that some months ago 
the daily papers contained dispatches from 
England stating that no less an authority as 
a gynecologist than Bell had _ reported 
experiments which he and his associates 
had made concerning the use of lead in the 
treatment of malignant disease. As with all 
investigators along original lines, who deal 
with subjects of interest to the world in 
general, what might be called undue pub- 
licity was given to the results which Bell 
clearly. asserted were only preliminary to 
further investigation. 

He has in the Lancet made a most note- 
worthy contribution to this _ subject in 
association with other surgeons and patholo- 
gists of Liverpool, and has added to his 
paper a comment by Adami which adds 
materially to the value of his contribution. 

The following words used by Bell should 
be read, first, in order that his attitude in 
the matter may be clearly understood, and, 
second, because they form a lesson to those 
who, by reason of enthusiasm, too early 
reach conclusions which ultimately result 
in disappointment. Thus he writes: “It 
must not be forgotten, however, that so far 
the treatment of our cases has been largely 
experimental and tentative in nature, and 
that, as might be expected, the results have 
been uneven and failures and misfortunes 
many. Indeed, we ourselves regard the 
results obtained in the first 200 cases, mostly 
hopeless, merely as affording confirmatory 
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support to the rest of the evidence pointing 
in the same direction, and not as being the 
outcome of a test of the merits of a new 
treatment. Furthermore, we must insist 
that we make no claims whatsoever in 
regard to the general curability of cancer 
by the use of lead; we simply state the 
facts.” 

Later on Bell states that despite the 
pressure brought to bear upon him and his 
colleagues, he does not think the time is yet 
ripe for the general employment of lead for 
this purpose, for a vast amount of work, 
experimentally and_ therapeutically, _ still 
remains to be accomplished. 

He has no doubt that the preparation of 
lead in colloidal form for intravenous injec- 
tion will be vastly improved, or the lead 
administered in another form, or again that 
some other substance with less toxicity 
toward other disease of the body may be 
discovered. 

He did not find that intramuscular injec- 
tions were proper, but resorted solely to 
intravenous injections. 

Manifestly there is not space in these 
pages to go into great detail concerning the 
patients treated. In Bell’s paper records 
are printed bearing upon 247 patients, of 
whom 227 received the treatment. These 
patients varied from ten years of age to 
over seventy years, the greatest number 
being from fifty to sixty years of age. 
There were 75 males and 152 females, and 
every part of the body that is ever attacked 
by malignant growth was met with: forty- 
nine being of the breast, thirty-eight of the 
uterine cervix, eighteen of the rectum, and 
16 of the stomach as being the lesions that 
occurred in greatest number. Fifty of his 
patients died before treatment could be 
commenced; three died of intercurrent 
affections; one hundred and six died after 
treatment, including two deaths from acute 
nephritis the result of lead poisoning; four 
as the result of extensive destruction of the 
growth by the lead, and in fourteen 
instances he considers the results too recent 
to be evaluated. The disease was com- 
pletely arrested in ten cases, and in thirty- 





one others he believes the patients to have 
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been cured and the treatment was therefore 
stopped. 

Concerning the fourteen cases in which 
the results are too recent to be estimated, 
Bell states that it is an extraordinary 
fact that many patients although aware 
of the disease frequently refused to con- 
tinue treatment, either because they lived 
at a distance or because they suffered 
unpleasant symptoms after the injection. 
In the thirty-one cases which he believes to 
have been cured, he bases this opinion upon 
the arrest of the growth, remarkable consti- 
tutional improvement, a gain of many 
pounds, and, in certain cases of sarcoma, 
the progress of the growth arrested in a 
manner which is very striking. He suggests 
that in some instances where the growth is 
arrested but a neoplasm remains, it may be 
wise to resort to surgical measures. 

For the general practitioner the remarks 
of Adami present equal interest. On exam- 
ining these patients he was struck with the 
healthy appearance of the majority of those 
who were thought to be cured. There was 
no evidence of cachexia or of lead anemia, 
or wrist-drop, or other sign of lead poison- 
ing. They were actively at work at their 
usual avocation. There seemed to be an 
absence of a tendency to recurrence, which 
so frequently takes place when the +-rays 
are used, and he adds that he could not but 
wonder whether it has been given to any 
physician or surgeon to pass in review in 
three days thirty cases of recurrent ‘and 
inoperable malignant growth and to find one 
and all so actively going about their work 
in such apparently excellent health. 

Last of all, Bell in summing up his paper 
reiterates that much work remains to be 
done to find the proper preparation of lead, 
expressing the opinion that all types of 
malignant growth are probably amenable to 
the beneficial influence of lead; but, finally, 
he makes the statement that this method 
of treatment is difficult and to some extent 
dangerous, and can only be safely employed 
by those who are thoroughly experienced 
in the work and have laboratory facilities 
at their disposal. 

















A POINT IN HEPATIC 
DIAGNOSIS. 





Although the +-ray and the use of various 
dyestuffs which appear in the gall-bladder 
have aided us greatly in the diagnosis of 
disease in the right upper quadrant of 
the abdomen, it is still true that in many 
instances trouble in this region produtes 
conditions which make accurate diagnosis 
most difficult. Any additional facts which 
throw light upon physical signs in this 
neighborhood are, therefore, of interest. 

Recently Cave has reported in the Lancet 
a case which presented a floating hepatic 
lobe. This is to be clearly separated from 
what he calls the most frequent extrinsic 
anomaly, namely, the well-known Riedel’s 
lobe, which is a tongue-like downward pro- 
longation of the right lobe. The so-called 
floating hepatic lobe is in connection with 
the left lobe of the liver and, as was stated 
by Quain in his “Elements of Anatomy” in 
1882, is a portion attached to the left 
extremity of the liver by a fold of peri- 
toneum which contains blood-vessels. This 
lobe, to use his words, may be considered a 
sort of accessory liver. While it is true that 
such floating lobes do not as a rule produce 
symptoms, they are not to be forgotten 
when the physician, by palpation or the use 
of the x-ray, discovers a mass. 

It is interesting to note, as is well pointed 
out by Cave, that Inglis described such an 
additional lobe which formed a pulsatile and 
expansile tumor, which might readily have 
led to a diagnosis of aneurism, it being 
situated in the left upper abdomen, and 
separated from the rest of the liver so far 
as distance is concerned by two inches, 
although attached by a mass of mesentery. 

It is interesting to note that Inglis’s 
patient was aged seventy-five, but had no 
abdominal symptoms, and that Cave’s case 
was met with on dissection in a stout woman 
of eighty-six. In this: instance a mass the 
size of a hen’s egg lay close to the spleen 
and was thought to be an accessory spleen. 
Both Riedel and Treves thought that such 
floating lobes were usually associated with 
gall-bladder distention, but Cave asserts 
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that this is not the case, as they are always 
congenital in. origin and depend upon the 
fact of an anomaly developing during the 
great shrinkage of the left lobe which 
occurs at the end of fetal life and for some 
time after birth. 





THE USE OF PITUITARY GLAND 
BY THE MOUTH. 





It is generally known that most of the 
glands of internal secretion, or of active 
principles derived from them, are destroyed 
in the stomach, and, therefore, when taken 
by this avenue of entrance are unable to 
produce any physiological action. 

As we have pointed out before, pituitrin 
is absorbed readily from the mucous mem- 
brane of the nose and from the mucous 
membrane underlying the tip of the tongue, 
and this fact has been utilized ‘advan- 
tageously in the treatment of diabetes 
insipidus and in surgical shock as well as 
for an influence upon the uterus. A diffh- 
culty in the way of its hypodermic use is 
the brevity of its action, because it is so 
speedily absorbed and eliminated. 

A good deal of literature has accumulated 
as to whether any effect can be expected 
from mouth administration in- the sense 
that the drug enters the stomach before it 
is absorbed. Researches have been carried 
out not only in this country, but in Europe. 
Rosenfeld believes that when the drug is 
administered by the rectum a definite 
physiological effect is induced. Recently, in 
the British Medical. Journal, Knaus has 
reported an experimental investigation 
which leads him to believe that pituitrin 
given by the stomach may produce a definite 
physiological effect upon the uterus. In his 
studies he employed cats. It is not neces- 
sary to describe in detail the technique of 
his work. Commercial pituitrin was 
employed, and it is interesting to note that 
Knaus concludes that while the administra- 
tion of pituitrin by the stomach is futile, so 
far as its effects upon many portions of the 
body is concerned, when it is absorbed from 
the stomach after a latent period of about 
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eight minutes it exerts a marked action on 
the uterus, increasing both its tone and the 
automatic movements. He believes that the 
oxytocic substance is also absorbed from 
the rectum, but not so completely. 

These facts possess perhaps more aca- 
demic interest than bedside importance, for 
pituitrin can be given hypodermically and 
produce the best results in the majority of 
cases when immediate effects are desired, and 
where it has to be used day after day, as in 
the relief of diabetes insipidus, for example, 
in the proportion of 1:5000, or even weaker, 
it may be sprayed in the nose with excellent 
results. 





’ VULVOVAGINITIS IN INFANTS 
AND YOUNG CHILDREN. 


Clinical results have been published, 
sometimes by those enthusiastically favor- 
ing some particular form of treatment, often 
by men and women who have given to the 
profession the unbiased results of their 
earnest seeking for truth. Where the 
clinical work has been carefully checked 
it is evident that a gonococcal vulvovag- 
initis is fairly common in children, is 
readily transmissible, appears in endemic 
forms in institutions, is long persisting, 
yields as well to general cleansing methods 
as to the employment of powerful antisep- 
tics, and ultimately, as a rule, gets well 
without complications. 

There is laboratory evidence suggesting 





that the strain of gonococcus recovered, 


from children is generally of a less virulent 
type than is that found in the adult. 
Vulvovaginitis in children may be excited 
by organisms other than the gonococcus, 
the predisposing causes being lack of clean- 
liness and seat-worms. A large percentage, 
perhaps one-half, of the persisting cases 
exhibit on repeated search the gonococcus. 
Developing in the hospital it spreads rapidly 
and is difficult to control. Thus Stamm 


(American Journal of Obstetrics and Gyne- 
cology, April, 1926), discussing a paper of 
Williams on this subject, notes an outbreak 
in the Jewish Maternity Hospital involving 
It is noteworthy that, appar- 


68 infants. 
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ently, attention was called to the focus of 
infection by the general symptoms and 
particularly by involvement of the joints, 
Indeed Stamm states that during this 
epidemic every joint in the body was 
involved, one child showing a record of nine 
joints at one time. The condition was so 
bad that the hospital was closed, the chil- 
dren being followed to their homes. Stamm 
states that this particular epidemic cost the 
hospital $19,000 in cash. As a means of 
preventing a recurrence of such trouble 
rules were adopted by virtue of which every 
patient admitted to the hospital for delivery 
was required to have first urethral, cervical 
and vaginal smears taken and examined. 

As to the persistence of the gonococcus 
in infants, Mazer reports the history of a 
woman whose two children were treated at 
the Mt. Sinai Hospital for vulvovaginitis. 
After many weeks of probation and nega- 
tive smears the children were discharged as 
cured. One of these children was later 
brought to the hospital for the purpose of 
having the tonsils removed. The mother 
brought a bottle of the child’s urine with 
her; it being loosely corked a drop splashed 
into her eye. Within twenty-four hours a 
virulent gonococcal ophthalmia developed, 
so virulent that enucleation was required 
some two weeks after the onset of the in- 
flammation. 

As to the treatment of vulvovaginitis by 
the instillation of argyrol by an eye-dropper, 
this Mazer considers futile. He washes out 
the vagina with a jumbo syringe until it is 
free of mucus, and instils a mild antiseptic 
under gentle pressure, the child being put 
in the Trendelenburg position during this 
procedure. 

In the treatment of these cases there are 
certain factors to be considered, not the least 
important being the resistance of the patient 
to any form of application which causes 
suffering. Vaccines have been heralded as 
an assured means of accomplishing speedy 
and complete cure. Convincing evidence 
as to their value is still lacking. The use 
of non-irritating and cleansing agents 
applied gently and thoroughly, and atten- 
tion to the general health, are apparently 
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as successful as, indeed more so than, any 
of the strong antiseptic and irritating agents 
employed. This method would seem rational 
in view of the fact that, contrary to gener- 
ally accepted belief, the cervical glands seem 
to be involved in the inflammation and 
perhaps constitute the underlying factors 
which make a complete and permanent cure 
a matter of months rather than weeks. The 
ultimate prognosis under patient, persistent 
and conservative treatment is extremely 
good. It is to be noted that Stamm in his 
series of cases reports two cases of oph- 
thalmia, one resulting in blindness in one 
eye. Several of the cases were complicated 
by ischiorectal abscess. 

Years ago Hirst checked a_ hospital 
endemic after all other means, 1.e., complete 
ward technique, had been adopted in vain, 
by steam-sterilizing his bath tubs. 





TWENTY-FIVE YEARS’ PROG- 
RESS IN ABDOMINAL 
SURGERY. 





In an interesting address bearing this 
title and delivered before the Manchester 
Medical Society, of which organization he 
was the president, Burgess (British Medical 
Journal, Feb. 6, 1926) compares the abdom- 
inal operations (excluding gynecological) 
for the year commencing January 1, 1900, 
with those for the year ending December 31, 
1924. This is from the records of the Man- 
chester Royal Infirmary, which in the for- 
mer year had 186 beds available for general 
surgical use, and at present has 315. 

Of a total of 2343 operations of a general 
surgical character, 266 were upon the abdo- 
men in 1900; that is, a little short of 11 
per cent. 

In. 1924, of 5353 operations 3051 were 
upon the abdomen—that is, a little short of 
57 per cent—this increase being slightly 
more marked in the acute or urgent type of 
case than in the chronic. 

There were 82 operations performed for 
acute abdominal conditions in 1900, with a 
mortality of 36.5 per cent; in 1924 there 
were 1241 such operations, with a mortality 
of 8.1 per cent. 


EDITORIAL 
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In 1900 the only common abdominal 
operations were those for hernia. Those 
for strangulated hernia constituted 60.9 per 
cent of all the acute abdominal operations ; 
those for radical cure comprised 58.6 per 
cent of all operations for abdominal condi- 
tions. Taken together, hernia accounted for 
59.3 of all abdominal surgery. 

In 1924 strangulated hernia constituted 
but 8.5 per cent of the ‘acute abdominal 
cases, and the radical cure only 18.8 per 
cent of the chronic, while together hernia 
accounted for only 14.2 per cent of all ab- 
dominal operations. 

In 1924 appendicitis accounted for nearly 
one-half of all the abdominal cases. In 1900 
there were 14 operations for acute appendi- 
citis and 24 for internal removal, whilst in 
1924, 784 cases of acute appendicitis were 
operated upon with a mortality of 5.1 per 
cent; 575 interval cases, with a mortality of 
1.4 per cent. 

Bearing on immediate operation versus 
delay in acute appendicitis, Burgess ex- 
presses himself as unqualifiedly in favor of 
the former policy and demonstrates by 
figures its smaller mortality. 

There were five operations for perforat- 
ing ulcer of the stomach in 1900, with one 
recovery; in 1924, 108 such cases were op- 
erated upon, with a mortality of 11.8 per 
cent. 3 

Surgery of the biliary tract had but a 
slight clinical presentment in 1900, no 
operation for acute cholecystitis, and but 
three for gall-stones. 

As major factors in lessened mortality 
and better operative results must be men- 
tioned timely diagnosis and prompt surgical 
intervention. There was a time, not long 
since passed, when mortality was large, post- 
operative convalescence when it occurred 
agonizing, and the period of disability long. 
Many physicians hesitated before referring 
their patients to a surgeon, and the patients 
themselves hesitated even more before going 
to him. Laboratories had not rendered effi- 
cient help in framing a proper diagnosis, 
nor was the x-ray known. At that time it 
was difficult to induce a patient to enter a 
hospital. Now it is becoming difficult to 

keep him out of it. 
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The surgeon of 1900 realized as clearly as 
does he of to-day the need of cleanliness ; 
not so clearly the need of gentleness in 
handling tissues. Year by year the modern 
surgeon is reporting a larger percentage of 
permanent cures. Not so much because of 
greater manual dexterity, but because of 
simplified methods, skilful anesthetization, 
careful preparation, adequate postoperative 
treatment, and, particularly in so far as the 
operation itself is concerned, because of a 
well-organized and trained corps of as- 
sistants. 

Given any one of that group of world- 
famed. surgeons operating under the usual 
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conditions of 1900, and the well-trained man 
of average ability operating with his thor- 
oughly organized team, including his med- 
ical consultants, his laboratory men, his 
anesthetizer, his assistants, and his nurses, 
the results in the hands of the latter would 
be far better than those which could be 
offered by the former. 

Burgess concludes his article with a re- 
view of the extraordinary progress of the 
last twenty-five years in the direction of 
saving life and restoring functions. He 
doubts the possibility of another quarter of 
a century seeing an advance as stimulating 
and extraordinary. 





Progress in Therapeutics 


Medical Therapeutics 


Some Difficulties in the Use of Insulin. 


In the Proceedings of the Royal Society 
of Medicine for March, 1926, GraHAm 
states that unless it is possible to make fre- 
quent estimations of the blood sugar it is 
necessary to gauge the dose by the presence 
or absence of glycosuria. The urine should 
be collected as far as possible in three- 
hourly periods and tested for sugar. It is 
unnecessary to estimate the percentage of 
sugar present. The procedure is best ex- 
plained by the description of a hypothetical 
case. If the patient, who has been taking 
15 units in the morning and 10. at night, is 
taken ill during the night and if the urine 
passed at 8 a.M. contains. sugar, whereas it 
is usually free from sugar, it is clear that 
the usual dose of 15 units will not be suffi- 
cient and an increase of 5 units should be 
made, making 20 units. The urine passed 
in the next three hours is bound to contain 
sugar, as the blood-sugar was probably over 
0.20 per cent; but if the dose of insulin is 
adequate, there will be no glycosuria in the 
period of four to six hours after the insulin. 
If so, the urine should be tested every three 


hours, and when sugar reappears 10 units 
of insulin should be given. 

If, however, in the period four to six 
hours after the insulin the urine contained 
sugar, it is clear that the dose of twenty 
units was insufficient, and that the blood- 
sugar is probably still“above 0.20 per cent. 
It is then safe to give another twenty units, 
and if the urine for the next four- to six- 
hour period still contains sugar the dose of 
insulin should be increased to twenty-five 
units, and it may have to be very greatly in- 
creased. It is sometimes necessary to in- 
‘crease the dose of insulin to a very high 
figure—say 200 units in the day—and the 
increase in the dose may have to be made 
by ten or twenty units at a time, if it is 
obvious that the patient is not responding 
to the insulin. 

The question of collecting the urine at 
night is an important one. If the patient 
is not seriously ill it is not necessary to do 
so every three hours, but if there is any 
danger of coma the urine should be tested, 
as this will give some clue as to the dose of 
insulin. The danger in the severe case lies 
in not giving enough insulin, but it does re- 
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quire a certain amount of courage to in- 
crease the dose of insulin from ten units to 
200 units in the course of twenty-four 
hours. 

One of the great difficulties of former 
years has disappeared since the introduc- 
tion of insulin, as patients keep much more 
strictly to their diets and nearly always 
cooperate willingly in the treatment. 

Poulton, in discussing this paper, said 
that he had found that the mild cases of dia- 
betes did better with small doses of insulin 
than with dieting alone. He described one 
such case of long standing in which, before 
beginning to take insulin, the patient 
suffered from giddiness on getting up sud- 
denly, and this had disappeared when he 
was put on small doses. In very wasted 
patients there was a great danger in treat- 
ing with insulin unless a large amount of 
carbohydrate was given. He also described 
one curious case which dated from the pre- 
insulin days. The disease began as a pan- 
creatitis, with jaundice, and a mild diabetes 
followed. The patient was eventually 
treated with insulin, and the sugar tolerance 
curve remained more or less stationary. 
There was now, however, some slight de- 
gree of deterioration, and this patient had 
always the particular symptom of pain in 
the epigastrium and mild attacks of jaun- 
dice. Possibly disinfection of the gall-blad- 
der might be attempted, but it seemed a 
drastic thing to operate on these rather 
slight indications. 

Harrison, in discussing the same paper, 
spoke of the special difficulties of treating 
diabetic children. Since it was essential to 
give a diet of sufficient calories to permit 
growth, the food intake had to be large. 
The difficulty was, therefore, to keep pace 
with these comparatively rich diets without 
giving too much insulin. Several American 
writers maintained that one injection daily 
was sufficient unless the dose exceeded 10 
units, when it had better be divided into 
two or more. In several cases in which 
large doses were necessary three or four 
doses were given daily before meals, and 
another at midnight. The multiplication 
of doses, however, was extremely bad for 
children, partly because of the hardening 
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effect on the skin and partly because of the 
alarm caused to the child by the whole 
process of injection. In fact, parents were 
often unable to give the insulin for this 
reason. The maximum number should 
therefore be reduced to two if possible, but 
severe cases tended to show a rise in the 
blood-sugar after a night’s rest. With care- 
ful spacing of meals, however, and a ten or 
twelve hours’ interval between doses the 
blood-sugar could often be kept down. 
Parents should be told to supervise the ex- 
ercise of the children in order to prevent 
a sudden drop in blood-sugar from this 
cause. 

In children intercurrent sepsis was liable 
to be very sudden and serious. The pre- 
scribed diet was very difficult to give when 
the child was sickening for some infection, 
and the doctor, hearing that all food was 
not being taken, was liable to fear hypo- 
glycemia and reduce the insulin or to stop it 
altogether. Unless he could test the blood- 
sugar often, it was difficult to recognize the 
true cause of the anorexia. Insulin should 
never be stopped entirely, even if no food 
were being taken at all, as a patient suffer- 
ing from an acute illness might have a large 
carbohydrate store. The family doctor 
must strike a balance between the increased 
requirement due to the sepsis, and the de- 
creased requirement due to reduction in 
food intake. It was far better to send the 
child to a nursing home, but in the interval 
he might, as a general rule, substitute 
measured quantities of milk for the pre- 
scribed diet, as it was the only food most 
sick children would take. As a rough 
guide, if the normal dose of insulin were 
10 units it should be reduced to 5; if over 
10, then two-thirds of the usual dose should 
be given. Sugar should be kept at hand, 
but glucose should not be given with insulin 
as a matter of routine. The hypoglycemic 
reactions of children were not so marked 
as those of adults; often an attack began 
with fretfulness and then the child became 
quiet and pale. It was naturally extremely 
difficult to distinguish these signs from 
those of pyrexia. He summarized the diff- 
culties as in inverse proportion to the facili- 
ties for blood-sugar estimations. 
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The Relation of Thrombocytes to 
Hemorrhagic Diathesis. 


HEtp in the Archives of Internal Med- 
icine for March, 1926, says that as the spe- 
cific cause is unknown, it is evident that the 
treatment must be symptomatic. Blood 
transfusion of either direct or citrated blood 
has been advocated. The beneficial effect 
of blood tranfusions in this disease is not 
as startling as the results following hemor- 
rhages, or as is sometimes the case in per- 
nicious anemia due to leukemia. It should 
be tried, but should not be repeated if the 
hemorrhages are aggravated, as sometimes 
happens. Cacodylate of soda, from 1- to 
3-grain (0.06 to 0.19 gm.) doses intramus- 
cularly every day, may be employed. For 
the symptoms of collapse hypodermoclysis 
with 250 cc. of Ringer’s solution is of great 
value. The calcium contained in Ringer’s 
solution also has a_ beneficial hemostatic 
effect. In the protracted and recurrent type 
of cases the removal of the spleen as pro- 
posed by Kaznelson should be resorted to. 
The thrombocytes usually increase in num- 
ber soon after the operation. 

In a case reported by Carlotte Ehrenberg 
the blood platelets, which were 10,000 be- 
fore the operation, rose to 87,000 two and 
one-half hours after the operation, and the 
bleeding stopped at once. In some cases 
a few days after the operation the thrombo- 
cytes may rise as high as 500,000, which is 
more than normal.~ There is a case on re- 
cord in which the blood platelets increased 
to 1,500,000 after the operation. After the 
initial increase the blood platelets again 
began to decrease in number, coming down 
as low as 50,000 or less. In spite of this 
the bleeding does not recur, although some 
of the phenomena, like the Rumpell-Leede, 
may be present again. The removal of the 
spleen is not as a rule difficult and does not 
cause severe operative or post-operative 
bleeding. In a number of cases, however, 
suppuration in the left subdiaphragmatic 
space occurs after operation, and in many 
cases left-sided pneumonia occurs. In the 


severe aplastic type of anemia the removal 
of the spleen is useless. 
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Another treatment to be resorted to is 
the Roentgen-ray treatment of the bone- 
marrow and spleen, and sometimes, during 
the critical period, adrenalin injections and 
foreign protein may be used. Severe bleed- 
ing is also sometimes controlled by the 
intravenous use of from 10 to 30 cc. of 10- 
per-cent sodium chloride solution or 20 ce. 
of 10-per-cent calcium chloride solution; 
the latter should be given with great care 
directly into the vein, avoiding tissue infil- 
tration because necrosis results if a drop of 
calcium chloride solution escapes into the 
tissues. To avoid the necrosis that may 
follow calcium chloride injection when leak- 
age occurs into the tissue, Seelig advises the 
use of a one-per-cent calcium solution, the 
total amount being the same. 

Treatment of Schoenlein and Henoch’s 
purpura is chiefly symptomatic. Schoen- 
lein’s type usually runs a mild course and 
recovery ensues without any treatment. If 
the pains in the joints are troublesome, wet 
dressings and codeine combined with cal- 
cium lactate internally are beneficial. - In 
Henoch’s purpura, some authors advise 
large doses of animal charcoal, from 20 to 
30 gm. daily, for several days. In the 
severe cases, intravenous injections of from 
0.5 to 1 liter of Ringer’s solution are bene- 
ficial. The calcium contained in them is 
supposed to influence the capillaries favor- 
ably. Calcium lactate in one-half teaspoon- 
ful doses is likewise advised. 





Protein Diet Experiments. 


ANDERSON in the Archives of Internal 
Medicine for March, 1926, states that the 
removal of two-thirds of the kidney sub- 
stance in rabbits results in a retention in the 
blood of urea and creatinin, which either 
increases progressively in intensity until 
death results, or decreases progressively un- 
til normal values are once more attained. 

If the renal insufficiency is not progres- 
sive, the kidney remnant undergoes hyper- 
trophy. 

A high protein diet causes hypertrophy 
of the kidneys in normal rabbits not oper- 
ated on. 

















A high protein diet causes no further 
change in the kidney remnant than to fur- 
ther augment the hypertrophy. 

A high protein diet causes a retention of 
creatinin and urea in the blood in rabbits 
from which a portion of kidney substance 
has been removed. It is proportionate to 
the amount of kidney which has been re- 
moved. The retention does not occur in 
normal rabbits. 

Hypertension is not caused in rabbits by 
renal insufficiency per se; nor by a high pro- 
tein diet even in the presence of a low 
renal function; nor by prolonged retention 
of creatinin and urea in the blood. 

The high protein diet here given results 
in a marked atherosclerosis of the aorta 
which does not extend to the small arteries. 
These changes in the aorta do not result 
from low renal function or from prolonged 
retention of creatinin and urea in the blood. 

[It is to be recalled that rabbits are 
not accustomed to large amounts of pro- 
tein.— En. | 


Gastric Ulcer from a Medical Stand- 


point. 


In the Indianapolis Medical Journal for 
March, 1926, GRAHAM well says that the 
correct medical treatment of an uncompli- 
cated peptic ulcer implies the removal \of 
all foci of infection or extra-gastric path- 
ology—the relief of.all symptoms, and to 
promote healing. The strictest discipline 
as to rest, diet and medication should be 
followed. It is impossible to give mention 
to the numerous dietaries that have been 
recommended and are now employed. It is 
sufficient to state that the diet should be: 

1. Mechanically unirritating. 

2. It should not increase gastric secretion. 

3. It should be small and of sufficient 
caloric value. 

As to drugs, the correct use of the alka- 
lias is important. Atropine or belladonna 
gives most excellent results. Either alone 
or combined with alkaline medication they 
control secretion, motility, pain, vomiting 
and hemorrhage very effectively. 

He finds it difficult to give a detailed data 
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of this most important subject, and only 
mentions briefly the more important points. 
Graham says if he had a peptic ulcer, un- 
complicated, of course, he would never 
think of having it treated by surgical 
methods until he had given correct medical 
treatment a fair trial. If it was uncompli- 
cated and he adhered strictly to correct 
medical therapy, he is confident that his 
ulcer could be completely cured. Therefore 
he would urge medical treatment of all un- 
complicated peptic ulcers, not only believ- 
ing but from personal experience knowing 
that a cure can be secured. If after cor- 
rectly applied medical treatment has been 
faithfully carried out and a cure has not 
resulted, then surgical treatment is to be 
recommended. 





Bodily Mechanics and Health. 


Ha tt, in the Boston Medical and Surgical 
Journal of March 11, 1926, states that as 
a medical man he has become convinced that 
there is a relationship between body me- 
chanics and health, to some extent causal. 

The correction of poor body mechanics 
without any other medical or sugical treat- 
ment has been often accompanied by the 
relief of backache, neckache, joint strains, 
so-called neuritic pains, and symptoms 
usually attributed to visceroptosis. 

The correction of many static difficulties 
has been temporarily successful by rest or 
improvement in the general health. 

The highest percentage of permanent 
successes in correcting static difficulties 
seems to occur when proper attention is 
paid to correction of both body mechanics 
and imperfect health. 

In cases demonstrating poor body me- 
chanics and debility, quite a number prove 
to have a metabolism below minus 15.per 
cent, suggesting athyrea. They improve 
with thyroid medication. 

Appreciation of the existence of joint 
pain or even irritative arthritis due appa- 
rently to joint strain from incorrect body 
mechanics is important in differentiating 
between types of arthritis. 
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The Reactions of Typhoid Vaccination. 


In the Journal of Laboratory and Clinical 
Medicine for March, 1926, NicHors and 
HiTcHENS state that recent advances in 
dealing with antitoxic immunity as seen in 
diphtheria and scarlet fever have not been 
duplicated in regard to bacterial immunity 
as seen in typhoid fever. They conclude 
that : 

It is not possible at present to detect sus- 
ceptibles and immunes to typhoid fever by 
skin or other tests. 

The significance of reactions to vaccina- 
tion in terms of immunity is not yet clear. 

The question of toxic and non-toxic vac- 
cines is not yet satisfactorily answered. 

Severe vaccination reactions are of two 
kinds, immediate or anaphylactic-like, and 
late or toxic. . 

Immediate and late skin reactions with 
vaccine give some suggestions of two fac- 
tors in reactions: (a) bacterial or allergic, 
(b) toxic. 

There is also a marked non-specific ele- 
ment. 

These factors are so mixed together that 
an analysis of reactions in terms of im- 
munity is not possible at present. 

Severe reactors may in some instances be 
picked out by immediate skin reactions. 

One cubic centimeter of adrenalin hypo- 
dermically effected relief in such cases. 





The Effect of Liver Damage on Chole- 
cystography in Dogs by the Use of 
Sodium Tetra-iodophenolphthalein. 


In the Archives of Internal Medicine for 
March, 1926, Fremp and WHITAKER state 
that the purpose of this present study has 
been (1) to determine the toxicity of so- 
dium tetra-iodophenolphthalein in dogs in 
which the liver was damaged by the use of 
chloroform as an anesthetic, and (2) the 
degree of excretion of the drug by a liver 
thus damaged as determined by cholecys- 
tography. 

The results have shown that a moder- 
ately damaged liver does not interdict the 
use of sodium tetra-iodophenolphthalein, 
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for the animals with a liver so damaged 
tolerate the drug apparently as well as nor- 
mal animals. 

Because of the much smaller amount of 
sodium tetra-iodophenolphthalein routinely 
used in patients (one-fourth) than used 
with safety on dogs known to have more or 
less extensive hepatic damage, the existence 
of presumed or obvious hepatic disease in 
human beings should not necessarily pre- 
clude the employment of the drug for pur- 
poses of cholecystography in the clinic. 


Intraperitoneal Transfusion in Infants 
and Young Children and Its Use in 
Conjunction with Intraperitoneal 
Saline Solution. 


Hitt, SMITH and Cross in the Archives 
of Pediatrics for March, 1926, state that 
having found intraperitoneal administration 
of fluids very efficacious in dehydration dis- 
ease and attendant symptoms, also learning 
by experience that the patient required 
something more than water, and realizing 
the value of blood for the stimulating, 
nutritive and therapeutic qualities, it oc- 
curred to them to combine the whole or 
citrated blood with the fluid, thus adminis- 
tering two remedies at one operation. 

They have successfully combined intra- 
peritoneal transfusion with intraperitoneal 
saline in a number of cases in which a defi- 
nite increase in body fluids was indicated, 
as well as the stimulating and other effects 
of a transfusion. 

The technique of the above is simple, 
merely consisting of the introduction of the 
required amount of whole blood during the 
process of intraperitoneal saline injection 
through the originally inserted needle. 
Needless to say that the donor’s blood 
should be injected immediately after 
withdrawal. 

In the first case or two the authors used 
citrated blood, but recently, and in a ma- 
jority of cases, they have used whole blood, 
usually of one of the parents, with equally 
good results and with fio reactions or un- 
desirable complications. 














They feel that it is difficult to draw any 
definite conclusions from such a small series 
of cases, but to date their impressions are 
that: (1) Intraperitoneal transfusion is 
easily and harmlessly administered and is a 
valuable therapeutic adjunct in certain 
cases. (2) This method of blood transfu- 
sion can be simply and efficiently combined 
with the intraperitoneal injection of normal 
saline when indicated. 





The Treatment of Pleural Effusions by 
the Oral Administration of Thyroid or 
the Intravenous Injection of Hyper- 
tonic Saline Solution. 


In the American Journal of Physiology 
for March, 1926, DANzeER states that in 
1917 Eppinger showed that certain cases of 
generalized subcutaneous edema, usually 
attributed to an insufficiency of the heart 
or kidneys, were associated with a disturb- 
ance in thyroid function. He arrived at 
this conclusion because of the therapeutic 
results following thyroid feeding. In such 
cases the anasarca, which had hitherto been 
refractory to the methods employed in the 
treatment of cardiorenal edemas, disap- 
peared under thyroid therapy. In _ thy- 
roidectomized animals the subcutaneous 
injection of normal saline remained as a 
localized edema instead of being absorbed 
as in the normal animal. The drinking of 
water by thyreoprivic animals likewise 
failed to produce the usual diuresis. It be- 
came apparent therefore that the thyroid 
regulates the transport of water to and from 
the tissues. In pathologically ‘underfunc- 
tioning thyroids, perhaps too slight to pro- 
duce the myxedema syndrome of hypo- 
thyroidism, this form of dropsy might occur. 

It seemed to him that a similar explana- 
tion might apply to the pleural effusions 
which remained after the underlying cause 
had passed off, as in the case of pneumonia, 
or other obstinate cases of exudation into 
the pleural cavity. He preferred to regard 
these as pleural edemas. 

He therefore subjected eight cases - of 
pleural effusions, with positive clinical signs 
and confirmed by x-ray or aspiration, to 
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thyroid treatment. In five cases thyroxin 
was used, in the remaining three desiccated 
thyroid substance. The dose of the former 
varied from 1/6 mgm. to 1/2 mgm. repeated 
three to four times daily; in the case of the 
latter six to twelve centigrammes were given 
at similar intervals. In most of the cases 
seven to eight days were allowed to elapse 
before treatment was begun in order to 
estimate the degree of spontaneous absorp- 
tion. 

The results in six out of the series were 
very striking. Distinct diminution in the 
amount of fluid was noted both physically 
and roentgenologically on the fourth day, 
On the eighth to twelfth day most or all 
of the fluid, depending on the preexisting 
amount, had disappeared. In none of the 
cases did any signs of hyperthyroidism de- 
velop unless massive doses of thyroid were 
given. 

Inasmuch as the results were not good in 
two (25 per cent) of his series, he attempted 
to reduce the amount of fluid by another 
method, namely, the intravenous injection 
of hypertonic saline solution. He employed 
a 10- to 15-per-cent solution and injected 
20 cc. twice daily. He assumed that the 
osmotic effects might help to accomplish the 
desired end. In order to retain the absorp- 
tive effect by retarding the rate at which 
the sodium chloride might pass out of the 
circulation, the saline solution was mixed 
with the patient’s blood drawn into the 
syringe before it was injected. It was 
thought that this method might bring about 
a salt protein combination which might re- 
main for a longer period in the vascular 
system, thus allowing for a prolongation of 
the dehydrating effect on the effusion in the 
pleura. 

This method also proved very useful. 
Practically after the first day the subjective 
symptoms due to the fluid collection in the 
pleura showed a marked amelioration. Thus 
the pain in the chest, the dyspnea, the cough, 
weakness, restlessness, insomnia and nausea 
practically disappeared. At the same time 
the urinary output exceeded by far the 
fluid intake as soon as this treatment was 
begun. A slight reduction in body weight 
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occurred. The loss of weight was quite 
parallel with the excess in fluid output. 

_ The two cases in which the combination 
of hypertonic saline and thyroid adminis- 
tration was tried had both been aspirated 
before and were refractory to the usual 
therapeutic methods. In one instance it 
was done three times, in another case once. 
The fluid in identical or greater amounts 
returned, one instance filling the entire chest 
on the affected side. 

It is therefore suggested that pleural 
effusions that fail to be absorbed spon- 
taneously, and which cause distressing or 
other symptoms demanding treatment, be 
given thyroxin or other active thyroid sub- 
stance. Should these be insufficient, hyper- 
tonic saline solution may be injected intra- 
venously twice daily until the fluid disap- 
pears or is sufficiently reduced to permit of 
the expectant plan of treatment. The most 
striking effect is to be seen from the simul- 
taneous application of both methods. 





Hypersensitivity to the Protein Content 
of Toxin-antitoxin. 


Bauer and Wicker in the Journal of the 
American Medical Association of March 
28, 1926, state that one hundred and fifty 
thousand children, most of them fully im- 
munized with toxin-antitoxin, have been 
under observation for 2 period of from 
one to five years through the Department 
of Public Health of Philadelphia, and none 
have given any marked reaction to toxin- 
antitoxin administration or have shown any 
tendency to protein sensitivity by test six 
months after the injecions. 

They are therefore convinced that in the 
use of the toxin-antitoxin mixture properly 
made and with the protein removed, ac- 
cording to the methods of Park and of 
Banzhof, no hypersensitivity to horse pro- 
tein is developed. Further, they are con- 
vinced that it is safe and indeed wise to use 
toxin-antitoxin in asthmatic patients known 
to be susceptible to diphtheria. Therefore, 


to assume that hypersensitivity is developed 
by toxin-antitoxin, one must first prove that 
hypersensitivity waS not present before the 
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administration of the toxin-antitoxin, since 
those hypersensitive to horse protein do not 
react to the infinitesimal amounts of pro- 
tein in the toxin-antitoxin mixture ad- 
vocated. 





Clinical Experience with Cardiazol. 


Conrab in the Fortschritte der Medizin, 
No. 6, 1926, reports that cardiazol was used 
on more than 50 patients in the gynecolog- 
ical section of the Rudolph Virchow Hos- 
pital, Berlin, mostly operated cases. Some 
of these patients were women who had been 
admitted to the hospital for sepsis following 
attempted abortion, and had heart and lung 
complications. No injurious by-effect and 
no cumulative action of the drug was ob- 
served after frequent subcutaneous injec- 
tions for days at a time. 

The pulse in the case of one patient, with 
absence of radial pulse after a long opera- 
tion, recovered within: two minutés after 
subcutaneous injection of one ampoule of 
cardiazol, and remained regular and strong 
under further injection at two-hour inter- 
From the second to the fourth day 
one ampoule of cardiazol was given three 
times a day. 

Another patient had lost a great deal of 
blood, and the pulse during operation be- 
came thready, very rapid, and hardly de- 
tectable. Respiration was superficial. Three 
minutes after the subcutaneous injection of 
cardiazol there was a marked improvement in 
the pulse and the respiration became deeper. 
Under further doses of cardiazol the pulse 
fell the next day to between 80 and 90 and 
was strong and regular. 

Cardiazol gave excellent results in con- 
ditions of collapse resulting from long op- 
erations, great loss of blood, and long anes- 
thesias. The drug evidently acts directly 
on the heart. When given over a longer 
period a sort of digitalis pulse developed, 
the pulse became slower and more regular, 
the volume per beat increased, and the 
blood-pressure rose slightly. 

The author holds that an advantage of 
cardiazol which is particularly important in 
operative gynecology is the fact that, unlike 


vals. 














camphor, it has no paralytic action on 
smooth muscle. Therefore Conrad prefers 
cardiazol as a heart stimulant after gyne- 
cological operations in which there is a 
peculiar tendency to paralyses of the in- 
testine. 





An Analysis of Sixty Cases of Drug 
Poisoning. 

In the Archives of Pediatrics for March, 
1926, Murray states that sixty cases of 
drug poisoning were admitted to the hospital 
from 1919-1924 inclusive. 

Of this number eight cases, or 13 per 
cent, resulted fatally. 

Strychnine played an outstanding rdle, 
causing one-quarter of the cases—one-half 
gf the deaths. 

Treatment consists of early diagnosis, 
gastric lavage, and purgation, with sedatives 
or stimulants as required. 

The yast majority of cases could be pre- 
vented if parents would exercise more care 
in the measurement of the dosage of drugs 
and in the location of drugs and poisonous 
solutions in the house. 





The Treatment of Pulmonary Tubercu- 
. losis with Sanocrysin. 


Exuiott in the Proceedings of the Royal 
Society of Medicine for March, 1926, 
states that the number of patients whom he 
has treated with sanocrysin is very small. 
They were selected as examples in whom 
any quick improvement of their diseased 
state would not have been expected under 
the ordinary routine of treatment. The 
prognosis of a tuberculous infection is haz- 
ardous, even for physicians with long and 
special clinical experience, and that he does 
not possess. In the cases that he has 


quoted the turn for the better occurred al- 
most simultaneously with the treatment by 
sanocrysin ; and though coincidences do oc- 
cur in a most misleading fashion in prac- 
tical medicine, it seems to him unlikely that 
all these four should have been only chance 
coincidences. 


His own opinion is in full 
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accord with that of Professor Faber of Co- 
penhagen, a physician of very wide clinical 
experience, who began the use of sanocrysin 
with perhaps a prejudice against it, but 
summed up his results in a statement that 
in sanocrysin he found a drug that pro- 
duced more rapid improvement in pulmon- 
ary tuberculosis than could be obtained by 
any other method of treatment that he 
knew. 





The Treatment of Exophthalmic Goitre. 


Fraser, in the British Medical Journal 
of March 27, 1926, insists that of all the 
methods of treatment rest is the most im- 
portant. The patient should be put to bed 
and observed for a week or more without 
any other form of treatment, so that the 
severity of the condition may be estimated. 
Physical rest is not more important than 
mental rest. Whether the rest should be 
given in hospital, at home, or in a nursing 
home, must be a matter for careful con- 
sideration in each case. Temperaments, 
not only of the patient but also of the rela- 
tives, must be considered. The financial 
status is important. The usual daily duties 
must be known. After the first few weeks 
the rest need not be absolute, for if too 
strict it leads to restlessness, and some em- 
ployment for body and mind has a benefi- 
cial effect on both. If the heart is grossly 
dilated or if the general intoxication is in- 
creasing, strict rest is essential. He does 
not think that tachycardia or a moderately 
increased basal metabolic rate is an indica- 
tion for the strict enforcement of rest in 
bed. The influence of the mind in patients 
suffering from this disease is great, and de- 
tailed attention to the surroundings and to 
the cheerfulness of the attendants is always 
necessary. 

During the preliminary period of rest a 
thorough search for infections is made. 
Even if no evidence is found of tonsillar in- 
fection, a history of sore throats during the 
onset justifies an examination by a throat 
specialist. Sinuses and teeth must be ex- 
amined, and any suspicion cleared up. In 
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several cases that were not improving as 
quickly as was hoped for an onset of acute 
tonsillitis has unmasked buried sepsis, and 
such an occurrence, though it causes a dis- 
tressing exacerbation, should be viewed 
with satisfaction, as a cause for the unsatis- 
factory condition has been found and can 
be dealt with. In 60 cases of all forms of 
Graves’s disease that have been under the 
care of the Medical Unit of St. Bartholo- 
mew’s Hospital in the last five years tonsil- 
lectomy was performed in 14, and in each 
case for gross sepsis. In such cases the 
disease runs its course at a lower level after 
the operation, and the danger of a serious 
exacerbation is greatly diminished. 

The place of iodine in the general man- 
agement is to be briefly summarized. After 
allowing one to two weeks’ complete rest 
without other treatment, so that an estimate 
can be made of the degree of intoxication 
and of the various factors present, iodine 
may be commenced in daily doses of 15 
minims of a 10-per-cent solution of iodine 
in 95-per-cent alcohol (1% grains of io- 
dine). The alcoholic solution is best given 
in a wineglass of milk. In the course of a 
few days the pulse rate and the basal meta- 
bolic rate commence to fall, and the body 
weight to rise. When the maximum effect 
is obtained, the daily dose can be dropped 
to 10 minims, and later to 5 minims, and 
many patients continue to take this small 
dose for months or years. It is difficult to 
demonstrate the effect in these long-con- 
tinued administrations, but the patients in 
nearly every instance say that they feel bet- 
ter when taking it. In the event of a re- 
lapse, usually due to infections, the dose is 
again increased. Much larger doses are 
used during the so-called “crises” by Ameri- 
can workers, but his experience with these 
dangerous relapses is too limited to allow of 
conclusions. In the secondary type of the 
disease harm may result from even moder- 
ate dosés, so that the patient should be un- 
der careful supervision while taking iodine, 
as the distinction between the two types is 
not always possible. His own impression 
is that in any case of thyroid intoxication a 
dose can be found that will cause improve- 
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ment. After surgical treatment convales- 
cence is greatly aided by the administration 
of iodine for several months at least. 

Diet must be mentioned, if only to say 
that. at present there is no clear indication 
of the value‘ of any special diet. The diet 
must be liberal, as the patients are often 
hungry, and since their general metabolism 
is raised it may be presumed that they re- 
quire a higher calorie intake than is normal 
for their size and their external activities. 
At present an ordinary diet arranged to suit 
the habits and status of the patient is all 
that is indicated, but it must be liberal. 

Many other methods of treatment—by 
drugs, by hydrotherapy, by physicotherapy, 
etc.—have been used, but he believes that 
they are all either symptomatic or exploded, 
and it would but cloud the main issue to, 
discuss them, however important as sympto- 
matic treatment they may be. Of treat- 
ment by +-rays and by insulin he has prac- 
tically no experience. 





Toxicological and Hematological Studies 
of Acetanilid Poisoning. 


In the Journal of Pharmacology and Ex- 
perimental Therapeutics for March, 1926, 
Younc and WItson state that acetanilid 
does not produce methemoglobin. 

The action of acetanilid upon the heart, 
blood and circulation is essentially the same 
as that of anilin. 

Acctanilid, like anilin, forms para-amino 
phenol in the blood plasma and urine. This 
may account in part for the cyanosis ob- 
served in acetanilid poisoning. 

Prolonged administration of sublethal 
doses of acetanilid produces anemia and 
emaciation. The fall in the red cell count, 
hemoglobin and oxygen capacity is parallel. 

The first toxic action upon the heart ap- 
pears to be a change in the conduction 
mechanism. 

The type of change and amount depends 
upon the rate of injection as well as the 
amount of drug given. 

Acetanilid in aqueous solution in amounts 
sufficient to produce the cardiac changes 














described do not influence the respiration 
to any appreciable extent. 

[All the above effects are produced by 
doses in excess of the average medicinal 
quantities. —Eb. | 





Carbon Monoxide Poisoning. 


In the Archives of Internal Medicine for 
March, 1926, Watton, ELpRIDGE, ALLEN 
and WITHERSPOON state that in dogs suf- 
fering from carbon monoxide asphyxia the 
difference in elimination time between oxy- 
gen-treated and oxygen plus 5 per cent car- 
bon dioxide treated subjects is slight. 

Since the rate of elimination under pure 
oxygen is almost as rapid as with the oxy- 
gen plus 5 per cent carbon dioxide, and 
since the oxygen treatment is more readily 
available, it is recommended that its use 
be continued, particularly in localities where 
transportation is difficult. 

The air plus 5 per cent carbon dioxide 
treatment should be of value for rescue 
parties sent to inaccessible mines and espe- 
cially in military operations. 





A Study of the Effect of Moderate Doses 
of Alcohol on the Growth and 
Behavior of the Rat.. 


In the American Journal of Physiology 
for March, 1926, R1icHTER tells us that the 
work here presented forms part of a series 
of experiments undertaken primarily for 
the purpose of investigating the factors in- 
volved in the production and modification 
of activity in animals and man. The start- 
ing-point for the present work was to de- 
termine the extent to which alcohol modifies 
spontaneous activity in the rat. In the 
course of the development of the experi- 
ment several unexpected observations were 
made on the more metabolic aspects of the 
problem, and these were followed up in- 
tensively. The results of these observa- 
tions now form an important part of the 
work. 

It was found that the white rat is able 
to utilize an 8- to 16-per-cent solution of 
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alcohol as its steady fluid supply, replacing 
isodynamic quantities of food without in- 
toxication or habituation effects, but with 
a definite decrease in spontaneous activity. 

It was shown that the ability of the rat 
to digest such large quantities of alcohol 
without serious effects was due to its high 
rate of metabolism. The amount of alco- 
hol taken by the rats was 5.1 to 7.8 grammes 
per kilogramme, body weight. The same 
amount for a man weighing 70 kilos would 
mean a daily intake of 357 to 546 grammes 
or 0.450 to 0.688 liter, which is above what 
can be taken without intoxication effects. 
In Atwater and Benedict’s experiments 1.03 
grammes per kilogramme body weight were 
given, which is one-fifth to one-seventh as 
much as the rats receive. When, however, 
the difference in energy requirements be- 
tween rats and man is taken into account, 
the doses taken by the rats and those given 
to man in Atwater and Benedict’s experi- 
ments turn out to be the same. ~This may 
be shown in another way by comparing the 
proportion of the energy of the alcohol to 
the total energy intake in rats and man. 
The rats took 1.52 to 2.28 grammes, 10.81 
to 16.24 calories, or 22.0 to 28.8 per cent 
of the total energy intake. Atwater and 
Benedict gave 72 grammes per day; that is, 
511 calories or 23.1 per cent of the total 
energy intake. 

It was found in these experiments, car- 
ried on over a long period of time, that rats 
which took alcohol ate 16.9 to 35.6 per cent 
less than controls which drank water. In 
spite of the fact that they ate so much less 
they grew just as rapidly and reached the 
same body weight at maturity as the con- 
trols. The energy of the alcohol, calcu- 
lated in calories per kilogramme body 
weight, exactly balances the energy of the 
difference in food intake between the alco- 
hol and control animals. The conclusion 
was drawn that in the rat alcohol not alone 
replaces isodynamic quantities of food in 
maintaining energy balance, as was demon- 
strated in man by Atwater and Benedict, 
but also that it is used for growth and de- 
velopment. 














570 


Veratrum Viride in Auricular 
Fibrillation. 


In Heart, vol. xii, Nos. 3 and 4, 1926, 
Webpp states that as a therapeutic agent, 
veratrum is at present in disrepute. Hatcher 
and Wilbert consider its use dangerous in 
cases with high pressure, and according to 
Meyer and Gottlieb no benefit is to be ex- 
pected from its therapeutic employment. 
It has been used in the past in the so-called 
sthenic fevers, in surgical inflammation, and 
to slow and “soften” the pulse. In some of 
the old clinical reports conspicuous slowing 
of the heart-rate was occasionally observed ; 
those instances were obviously cases of 
fibrillation, though not so recognized. The 
drug is still used in eclampsia to lower 
blood-pressure. Its value as a vasodilator 
has been attested in recent years by Cramer 
and by Collins. Consideration of its use in 
fibrillation at once calls up a comparison 
with digitalis. An advantage of veratrum 
will be found in the greater promptness of 
its action, which presumably depends on the 
fact that alkaloids are absorbed more rap- 
idly than glucosides. 

Comparative studies of the action of 
veratrum, digitalis tinctures and powdered 
leaf have been made in several patients. 
The reactions to veratrum and strophanthin 
(given subcutaneously) in the same patient 
are shown in one of the charts in his paper. 
For patients in whom lowering of blood- 
pressure as well as slowing of rate is de- 
sired, veratrum may be particularly useful. 
Its chief disadvantage in therapeutics is the 
irregularity of action. The ventricular 
slowing is almost entirely vagal and hence 
increase in rate readily occurs with move- 
ment or excitement. The reaction to single 
doses is usually of short duration, and no 
attempt has been made to control the rate 
over a period of days by veratrum; there is 
no reason to think it would be superior to 
digitalis for this purpose. The experience 
in one of his cases suggests that the margin 
between the therapeutic and toxic dose is 
very narrow. However, the series as a 
whole confirms the conclusion of Collins, 
who worked with cases of normal rhythm, 
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that the circulatory effects are independent 
of the toxic effects. Collins found effec- 
tive doses to be from 30 to 75 minims of a 
10-per-cent tincture. Because of the high 
rate of auricular beating present in fibrilla- 
tion, blocking of impulses is more readily 
produced, and therefore one may expect to 
obtain the desired rate change with smaller 
doses than would be required in normal 
rhythm cases. 

The question has been raised as to 
whether the ventricular slowing produced 
by veratrum is beneficial. Is it not due to 
“poisoning of the heart?” This question 
arises out of the old concept that veratrum 
is a cardiac depressant, whereas digitalis is 
a cardiac stimulant. Actually the mode of 
action is the same for both drugs, a dual 
action partly vagal and partly direct on the 
muscle. If depression be measured in terms 
of slowing of auricular movement and pro- 
longation of conduction, digitalis will be 
found to be more depressant of the two 
drugs. The conclusion is that, for articular 
fibrillation, the benefits that accrue to the 
circulation come from the increase in the 
volume output per beat of the ventricle 
which results from the prolongation of ven- 
tricular diastole, whether this be produced 
by digitalis or by veratrum, 

Alcoholic solutions of veratrum viride 
when given to patients suffering from au- 
ricular fibrillation produce slowing of both 
the auricular and ventricular rates of beat- 
ing and a fall in blood-pressure. These 
circulatory changes are independent of gen- 
eral toxic effects. 

Veratrum viride, as the experimental ob- 
servations show, has, in addition to the 
vagal action already observed, a direct ac- 
tion, similar to quinidine, upon the auricular 
muscle of the dog. This direct action will, 
on the circus movement theory of auricular 
fibrillation, tend to slow, and the vagal 
stimulation tend to enhance, the rate of the 
auricular oscillations. The relative prepon- 


derance of these two actions will determine 
the resultant auricular rate when the drug is 
administered to patients suffering from 
auricular fibrillation. 

















The slowing of the ventricular rate by 
veratrum given orally occurs much earlier 
than that following digitalis bodies. How- 
ever, as a therapeutic agent veratrum is 
somewhat handicapped by uncertainty and 
It may be'useful in 
cases in which simultaneous slowing of 
ventricular rate and lowering of blood- 
pressure is desired. 


irregularity of action. 





Effects of Intravenous Injections of 
Acriflavine in Sepsis. 


In the Archives of Internal Medicine for 
March, 1926, TENNEY and LINTZ state that 
of eleven patients with generalized infection 
who were treated with intravenous injec- 
tions of neutral acriflavine, six had positive 
blood cultures. Of these six, five died de- 
spite the treatment. The sixth case, one of 
typhoid fever, ran the usual course and 
showed no shortening of the time necessary 
to procure negative stool cultures for re- 
lease from quarantine. 

They have seen no improvement follow- 
ing the intravenous use of neutral acrifla- 
vine in cases of sepsis or bacteremia. 

There was spontaneous recovery in two 
cases of Streptococcus hemolyticus sepsis. 

[Evidently a useless procedure.—Eb.] 





The Treatment of Vulvovaginitis. 


In a bulletin of the United States Public 
Health Service of March 19, 1926, in a 
communication to the Division of Venereal 
Diseases, EL. MERGREEN stresses as the main 
feature in the treatment of vulvovaginitis, 
the gaining of the confidence of the child 
by being gentle. He thinks this applies to 
any venereal disease in adults as well. No 
child should be subjected to a manipulation 
which lasts more than fifteen minutes with- 
out a local anesthetic. 
nervous stability of the child. The therapy 
which he suggests is: “So simply and so 
uniformily successful that I see no reason 
why it should not be adopted.” 

He uses a 5-per-cent copper citrate oint- 
ment which was originally designed as an 
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ophthalmic ointment. The parts are washed 
with saturated boric acid solution. This 
gives no pain. It takes only a few minutes 
of time. Without drying, from 5 to 10 
grains of the ointment are applied directly 
from the tube, which has a long tip, being 
careful to follow the entire field and particu- 
larly the opening of the short urethra. 
The ointment travels very fast, and if we 
examine the child ten minutes after the 


treatment is given, even after urination, we 


will find the ointment in situ, covering the 
minor lips, the walls of the vagina, and 
extending half-way up the urethra, which is 
quite sufficient. No dressing is applied. 
The mother or nurse is instructed to use this 
treatment once a day and to return the child 
to the office for inspection within a week. 
No attention is given to the diet, but the 
mother is cautioned to overcome constipa- 
tion, if present, and have the child drink an 
extra glass or two of water every day. The 
itching disappears within a few days. 

He has a series of eight cases, all oc- 
curring in little girls between three years 
and eleven years of age. He has used no 
anesthetic in any of these cases, nor have 
any of these little patients been hospitalized. 
The time since the cure of the first case is 
over five months, and therefore sufficiently 
long to form conclusions. In only one case 
were the specific germs found, and there, 
too, he got a definite history of infection, 
too revolting to pen. The remaining seven 
cases were subacute and chronic. In fact, 
he got few cases in the acute stage. The 
mother generally attributes the itching and 
bladder trouble to “colds,” and only turns 
to the physician after weeks of waiting. 
Even then the family physician is often too 
busy to examine these little children, and 
attributes everything to a “cold.” The 
point he raises is not so much in the nature 
of the treatment as is the necessity of gen- 
tleness in treating mucous membrane. The 
best treatments fail if you are rough, and 
this holds equally true in the treatment of 
adults. Gently swabbing the urethra and 


parts with a mild solution or ointment gives 
one far better success than would irriga- 
tions or any other form of rough treatment. 
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Pathological Conditions Arising in Goi- 
tres During Iodine Treatment. 


In an editorial on this subject, the Annals 
of Clinical Medicine for February, 1926, 
states that being convinced of the great 
value of the administration of iodine as a 
measure of prevention in the case of chil- 
dren, and having knowledge of the good re- 
sults obtained by the preoperative use of 
Lugol’s solution in cases of exophthalmic 
goitre, the physician’s judgment is also in- 
fluenced by the situation, and he succumbs 
to the temptation of trying out this treat- 
ment in those cases less clearly clinically 
defined, and as a result proceeds to lugolize 
patients who unfortunately turn out to be 
cases of adenomatous goitre and not those 
of Graves’s disease. And it is in this latter 
class that damage is being done. Adenom- 
atous goitres are being sent into the diag- 
nostic laboratories with a clinical history of 
Lugol’s treatment extending over weeks and 
months before the final thyroidectomy. 

In this special class of pathological mate- 
rial many interesting phenomena are being 
revealed to the pathologist. The histological 
changes resulting from the normal pre- 
operative lugolization of a typical case of 
Graves‘s disease are wholly characteristic 
and very striking—the return to an ap- 
parently normal colloid state, albeit a thin 
and watery colloid; the extraordinary 
epithelial resolution from the hypertrophic 
and hyperplastic state to one apparently 
normal as far as histological characters are 
concerned. These extraordinary changes in 
varying degrees of completeness characterize 
the results obtained by the preoperative 
treatment of the exophthalmic goitre by 
means of Lugol’s solution administration. 
Only one thing histologically remains to 
show that it is still a thyroid of a Graves’s 
disease patient and not a simple colloid 
goitre, and that is the persistence of the 
hyperplastic lymph nodes throughout the 
gland tissue. They not only do not disap- 
pear, but in the majority of cases they ap- 
pear to be more prominent than in the un- 
changed hypertrophic goitre. Further, in 
the cases in which the iodine treatment of 
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exophthalmic goitre has been prolonged 
before thyroidectomy, or has been unduly 
pushed, there appears to be an unusual de- 
gree of lymphoid hyperplasia, quite out of 
proportion to that found in the more suc- 
cessfully treated cases. 

In the case of the adenomatous goitre 
treated by Lugol’s solution with unfortunate 
clinical results in the form of the so-called 
iodine hyperthyroidism, the one striking 
thing in the specimens coming to laboratory 
has been the marked hyperplasia of the 
lymphoid tissue, and in some instances this 
has reached an extraordinary degree, the 
entire goitre being transformed into a mass 
of lymph nodes with large exhausted germ- 
centers. In a number of cases the clinical 
history has been that of a gradual or more 
rapidly developing induration of the goitre, 
and “iron-hard” or “wooden” consistency, 
leading to the suspicion of malignancy. In 
some of these cases the histological picture 
has been identical with that of Riedel’s 
struma. In this material there has been 
noted also marked changes in the tissue of 
the adenomas themselves, evidences of 
hypertrophy and proliferation of the ade- 
noma epithelium. The question naturally 
arises as to whether iodine administration 
may stimulate growth in neoplasms of the 
thyroid. From material recently sent to 
their laboratory there is apparently some 
ground for suspecting that carcinomas of 
the thyroid are stimulated to a more rapid 
development under the influence of iodine 
administration. 





The Medical Treatment of Hyper- 
thyroidism. 


In the Annals of Clinical Medicine for 
February, 1926, CLuTE and Mason remind 
us that exophthalmic goitre patients do not 
adjust themselves readily to rest in bed, and 
they must be personally instructed and per- 
suaded to controt their ceaseless, wasteful 
movements and excited conversation. Isola- 
tion of severely toxic patients and all the 
other indirect aids to rest must often be 
painstakingly elaborated; visitors limited or 




















carefully selected; and in some cases letters 
withheld because of the depression or ex- 
citement they may cause. 

Second only to rest in the-medical treat- 
ment of hyperthyroidism is careful attention 
nutrition. Thyrotoxic 
patients almost invariably show striking 


to maintenance of 


under-nutrition when they present them- 
Their body weight 
averages 10 to 20 per cent below the normal 
standards. 
extreme if the patient has been carrying on 
an occupation requiring moderate or heavy 
exertion. This marked loss of weight is 
due to an inability to meet the high caloric 
requirement of increased rate of 
metabolism. The food intake being insuffi- 
cient, the body tissues are consumed to meet 
the deficit. It has been conservatively esti- 
mated that a man with a metabolic rate of 
+50, doing a moderate amount of muscular 
work, requires 6000 calories daily to main- 
tain his weight. Such a requirement de- 
mands an intake of an enormous amount of 
food, and in spite of the huge appetites 
which nearly all of these patients possess, 
they are unable to consume adequate 
amounts of food. This feature is of great 
importance in the preparation of the thyro- 
toxic patient for operation and also during 
the postoperative period. 

The authors have found it necessary to 
furnish from 3000 to 4000 and even 5000 
calories daily to prevent weight loss. Con- 
siderable ingenuity is required on the part 
of the nurse to furnish a diet which contains 
the required caloric content, but which is 
not so bulky as to stuff the patient nor cori- 
centrated to an extent that gastric upsets 
are induced. The patient’s favorite foods 
should be discovered and every effort made 
to make the food desirable. Carbohydrates 
should be given in plentiful amounts. 
The carbohydrates metabolism in hyper- 
thyroidism has long been a subject of 
inquiry. A few cases show a moderate 
hypoglycemia during their preoperative 
preparation and during the immediate post- 
operative period. Others, while showing no 
hyperglycemia, frequently have glycosuria. 
Excessive oxidation of sugar has been 


selves for treatment. 


The loss of weight may be 


their 
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shown to take place in hyperthyroidism. 
From data derived from a consideration of 
the total respiratory exchange and the re- 
spiratory quotient in hyperthyroidism, 36 
per cent of a dose of 100 grammes of glu- 
cose has been shown to be oxidized in two 
and a half hours. The normal figure is 18 
per cent. Animal experiments have shown 
a depletion of glycogen in the liver in cases 
of induced hyperthyroidism. They are at 
present attempting to test the glycogen 
storage in exophthalmic goitre patients by 
the levulose tolerance test, and while they 
as yet have insufficient data upon which to 
base conclusions, the results in a few cases 
appear to indicate the fact that there is a 
deficiency in the glycogen storage mechan- 
ism. Since glucose is oxidized at a rate 
greater than normal in these patients, and 
there are indications that there is a deple- 
tion of the carbohydrate reserve, the indi- 
cations for a generous supply of carbohy- 
drate are clear. 

Thyrotoxic patients frequently show evi- 
dences of marked dehydration when they 
present themselves for treatment. Many 
show mild acidosis. The heat generated by 
the increased energy exchange within the 
body must be removed by evaporation, and 
for this purpose an increased supply of 
water is essential, if dehydration is to be 
prevented. In their experience, fluids should 
be forced to an intake of at least 3000 cc. 
daily. The fluid intake need not, of course, 
be confined to water. Ginger ale, grape 
juice, etc., are doubly useful. in that carbo- 
hydrates are also furnished. Tea and coffee 
should be avoided because of their stimulat- 
ing action. 

In patients with intense toxicity, whose 
weight loss has been excessive, gastrointes- 
tinal crises manifested by vomiting and 
diarrhea frequently occur. These patients 
are dehydrated, and it is obvious that con- 
siderable tissue breakdown has occurred to 
meet the demands of their high metabolism. 
The indication for fluids and glucose here is 
imperative, and the improvement following 
the intravenous administration of 500 cc. 
of a 10-per-cent glucose solution is usually 
marked. . 





Deep Diving and Caisson Disease. 


In an editorial on this subject, the Lancet 
of April 3, 1926, states that the Laurentic 
was a 15,000-ton Atlantic liner which was 
taken over by the Admiralty during the war 
and converted into an armed cruiser. Early 
in 1917 she sailed from Liverpool with five 
million pounds worth of gold bars for Hali- 
fax, and was sunk by mines off the Donegal 
coast in 120 feet of water. Diving opera- 
tions were soon begun, the strong room 
reached, and a little of the gold brought up. 
A violent gale then interrupted operations, 
and when the divers were able to get down 
again they found that the ship had broken 
up and collapsed, and that the gold was 
buried at the bottom of the ruins. So they 
set to work to break and blast their way 
through the remains, and when operations 
finally ceased in 1924 more than 98 per 
cent of the bullion had been retrieved, and 
that without loss of life or any serious 
injury. 

The bracing narrative of this triumph of 
applied physiology is told in the Journal of 
Hygiene (1926, xxv, 26) in a most interest- 
ing way by Captain G. C. C. Damant, R. N. 
(retd.), who was throughout in charge of 
the operations and who will be remembered 
as having collaborated with Prof. J. S. 
Haldane in working out experimentally the 
theory of compressed-air illness which found 
expression in the Admiralty rules for diving 
of 1907. These rules, based on the rates at 


which the body becomes saturated with . 


nitrogen in compressed air, and at which it 
gets rid of the excess on returning to atmos- 
pheric pressure, were used in diving at the 
Laurentic, and, with one exception, proved 
very satisfactory; if anything, indeed, they 
erred on the side of safety. Experience 
showed, however, that a longer time ought 
to be allowed between two dives than the 
regulations suggest; getting rid of the last 
of the excess nitrogen absorbed under pres; 
sure takes longer than had been ‘supposed, 
and Captain Damant found that lengthening 
the interval from one and a half to four 
hours was not really enough to make the 
second dive as safe as the first. In all, out 
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of about 5000 dives at a pressure of about 
55 pounds per square inch, there were 31 
cases of illness. One was blind, one para- 
plegic, and two or three others had nervous 
symptoms ; the pains in and about the joints, 
known as “bends,” were the most frequent 
trouble. An adequate recompression cham- 
ber was provided on board the diving ship 
from the beginning. This, as Captain Da- 
mant points out, gave every one confidence 
and proved quite efficient in curing the 
cases of illness. Violent muscular work 
during the ascent from the bottom seemed 
to help to prevent symptoms, and breathing 
oxygen after reaching the surface also ap- 
peared to be of value. 





Treatment of Fevers: Some General 
Considerations. 


Dona.pson, in the Long Island Medical 
Journal for March, 1926, insists that water 
is the most important of all the foods. This 
holds particularly true in cases of fever. 
Sincé the introduction of high caloric feed- 
ing the relative importance of the different 
foods has been lost sight of, more especially 
in the treatment of continued fevers. Loss 
of water from the body through the skin 
and expired air is greatly augmented in 
hyperpyrexia. If vomiting or diarrhea takes 
place the fluid loss is further accentuated. 
Unless the fluid intake is increased to com- 
pensate for this, dehydration of the tissues 
takes place. Of this, a dry tongue and 
decreased urine output are perhaps the best 
evidences. 

We are too complacent in our regard of a 
dry tongue. It is considered to be a mani- 
festation of disease. It would be better to 
consider it evidence of insufficient treat- 
ment. Water is a true diuretic. It is highly 
desirable to eliminate toxic material through 
increased urine output. In the absence of 
edema the kidneys usually show a huge 
reserve capacity for reaction. Outputs as 
high as eleven or twelve thousand cc. daily 
are not uncommon in diabetes insipidus. 

Unless chlorides are administered in 
large doses along with the fluid, or too large 

















quantities of fluid are administered by 
hypodermoclysis or by the intravenous 
route, the danger of water intoxication is 
almost nil. 

It is well to have a set plan of action, in 
securing and maintaining a moist tongue for 
a patient with fever. To scrub a tongue 
with a swab stick soaked in glycerin and 
lemon juice is wasted effort. Within the 
next six hours at least two thousand cubic 
centimeters of water should be introduced 
into the system. This may be accomplished 
as follows: 

First, and best of all, by drinking. A 
careful, tactful nurse can usually persuade 
a febrile patient to take a glass of fluid every 
half hour, between the hours of 6 a.m. and 
8 p.m. It matters little what kind, except 
that he rarely cares to feed more than sixty 
grammes of proteid in any twenty-four-hour 
period, because of the danger of increasing 
the fever. Accordingly much milk drinking 
is inadvisable. Water at room temperature 
is preferable to ice water. Coffee, tea, and 
the fruit juices can be reénforced with 
ordinary table sugar. 

Next to water, carbohydrate is the most 
important foodstuff in fighting fever. Its 
energy is utilized directly by heart muscle. 
A glass of fluid roughly measures 220 cc., 
so that it should not be difficult to keep the 
fluid intake above 6000 cc. daily. This is 
more eas:ly accomplished by starting to 
force fluid early. 

Profoundly toxic and delirious patients 
cannot always be made to drink. If after 
six hours of steady effort at forcing fluid 
by mouth a tongue is still dry, it is usually 
advisable to try Murphy drip. 

Murphy drip is valuable only early in the 
treatment of fever. Profoundly toxic 
patients often have frequent and violent 
mass contractions of the large bowel. This 
results, in the expulsion of any fluid 
injected. Given early in the disease it is 
usually well retained. It is difficult however 
to give more'than 2000 cc. of fluid by rectum 
in any twenty-four hours. Most patients 
experience difficulty in retaining many six- 
ounce enemas of tap water. There is little 
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advantage in the use of 6-per-cent glucose. 
It is not always as well retained as. tap 

water ; there is a tendency at times to delay 

action in awaiting its preparation; and its 

food value is not great. 

If fluid administered by the Murphy drip 
method is not retained, or proves insufficient 
to moisten a tongue, prompt recourse to 
hypodermoclysis of freshly prepared normal 
saline should be had. Its disadvantage is in 
the resultant soreness of tissues when 2000 
cc. of fluid daily ‘is put under the skin. 
Regardless of what those who during the 
war espoused the cause of gum salt solution 
have said, normal saline, administered by 
hypodermoclysis, will usually moisten a 
tongue and improve the general condition 
of a dehydrated patient. 

If this method fails, the intravenous route 
should be elected. Success here is largely 
a matter of attention to detail. The danger 
of chills from the use of glucose solution, 
either unrefined or chemically pure, is so 
great that its use is probably. contraindicated. 
New stills should be avoided in preparing 
normal salt solution for intravenous use. 
There is one reasonably satisfactory ap- 
paratus for the intravenous injection of 
1000 cc. of saline. The Buckstein apparatus 
is a metal thermos bottle which can be boiled 
for sterilization and will maintain proper 
temperature throughout the forty minutes’ 
time necessary to such an injection. A 
clinical thermometer inserted in the outlet 
tube gives an accurate measurement of the 
temperature in the tubing. Fluid should not 
be run into a vein faster than at the rate 
of 100 cc. in four minutes. The needle 
used should be of small caliber. 

Again emphasis is placed on the fact that 
any method of forcing fluid should be used 
early to get the best results. 

As to the use of water externally, it may 
safely be said that its main value is a vaso- 
motor stimulant and in keeping the patient 
eating and drinking. 

In typhoid fever, at the same time that 
dehydration or a delirious mental state make 
it advisable to try Murphy drip or hypo- 
dermoclysis, slush baths are customarily 
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substituted for sponge baths. These are 
more efficient in keeping the patient eating 
‘and drinking. They, too, have no particular 
effect on the temperature. 

If they fail, the tub bath should be 
promptly elected. Tub baths, well given, 
really reduce temperature and delirium and 
help a patient to drink. Fortunately, if 
proper standards of treatment are main- 
tained, they are seldom necessary. 

To recapitulate—a dry tongue is more 
often the fault of the doctor and the nurse, 
than of the disease. 





The Treatment of Severe and Persist- 
ent Uterine Hemorrhage by Radium. 


In the British Medical Journal of March 
13, 1926, ForsDIKE states that whatever 
treatment be adopted for this condition, 
anesthesia is required for an imperative 
exploration of the uterus, and the radium 
in suitable cases is introduced at the same 
time. Where a second or third exposure is 
required it can be introduced into the uterus 
without another anesthetic after softening 
the cervix with glycerin plugs. He reports 
on 200 cases. : 

In all cases dilatation of the cervix and 
an explanatory curettage is done, and any 
tissue removed is referred for microscopic 
examination. In all cases the radium is 
screened in brass or lead to exclude all 
except the gamma ray, and the tube is then 
surrounded with rubber tubing 2 to 3 mm. 
in thickness to exclude secondary rays. The 
radium is placed in the uterus, and the 
vagina is plugged with gauze soaked in 
liquid paraffin, with the twofold object of 
keeping the radium in position and main- 
taining the bladder and rectum as’ far as 
possible from the source of energy. A 
further precaution is taken to maintain the 
bladder in a flaccid condition by the intro- 
duction of a self-retaining catheter into the 
viscus and leaving it there until the radium 
is removed. In some cases it is necessary 
to stitch the vulva in order to support the 
vaginal plug. In cases of advanced’ anemia 
the patients are kept in bed for three weeks, 
but in ordinary cases the patients are 
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allowed up at the end of three days and sent 
home at the end of a week. 

The determination of the adequate dose 
cannot be stated in a general way, for each 
case must be considered on its merits. 
While excessive dosage does not show itself 
in the same way as the narcotics do, never- 
theless radium is capable of producing 
severe burns if administered in ill consid- 
ered doses; and such burns, although in 
utero, may subsequently declare themselves 
as a source of infection, producing symp- 
toms which are difficult to explain unless 
such a lesion is considered. Later, follow- 
ing such burns, pyometra may result. 

In women at or near the menopause 
100 mg. of radium bromide, enclosed in 
0.5 mm. silver and 1 mm. brass or lead 
wrapped up in rubber tubing 2.3 mm. thick, 
is given for twenty-four hours, and is 
commonly successful; but when a great deal 
of blood has been lost and it is of urgent 
importance to stop the hemorrhage, the 
radium may be left in for thirty-six or even 
forty-eight hours. Again, in cases of 
fibroids he gives a minimum exposure of 
thirty hours; these doses invariably prove 
satisfactory, and a second treatment is 
rarely required. 

In dealing with young women he is much 
less sure of his ground. In his early cases 
he was afraid of producing permanent 
amenorrhea, and gave treatments of 50 mg. 
of radium bromide for five, six, eight, or 
ten hours, and was surprised to find how 
small an effect was produced; but with 
increased experience he found that it was 
a much more difficult problem to induce 
amenorrhea in them than in the menopausal 
women. In certain urgent cases he gave 
exposures of 100 mg. for twenty-four 
hours, which succeeded in establishing 
amenorrhea for a short time, but then the 
periods returned. Several other cases be- 
haved similarly, and now he has little fear 
of producing permanent amenorrhea in 
these patients. 

.While the radium is in the uterus the 
patient may complain of a pain which she 
likens to the onset of a period, or to the 
pain complained of whilst a stem pessary 











is in position. It is tiresome but not unbear- 
able, and is immediately relieved when the 
radium is removed; it!is due to ‘contraction 
of the uterus in an effort to expel a foreign 
body. In sensitive patients it may require 
the administration of a sedative, and there 
is no reason for withholding it. 

Vomiting may be a pronounced symptom 
and take the form of a prolongation of 
anesthetic vomiting; it never becomes 
serious, and ceases ,abruptly with the 
removal of the radium. 

There may be a small rise of temperature 
to 100°, which persists for a day or so, and 
is probably due to some absorption from 
the closed uterus. 

When the exposure is given immediately 
before the onset of a period, the hemor- 
rhage consequent upon the curettage may 
pass directly into the monthly flow. This 
period is prone to be a very severe one, 
accompanied by flooding, and may neces- 
sitate plugging. The common history, 
however, is a prolonged show of two to 
three weeks’ duration, followed later by a 
second show, and then amenorrhea. A fair 
number will experience a third period, or 
two or three irregular losses, but where one 
exposure is going to succeed there is rarely 
more than this. Generally speaking, three 
months must elapse before the full result 
can be estimated, and where hemorrhage 
persists beyond this further treatment will 
be necessary. 

* Leucorrhea invariably follows the treat- 
ment, and in some cases produces irritation 
of the vulva. He orders all patients to 
douche themselves with two quarts of salt 
and water daily for six weeks, and at the 
end of this time the leucorrhea has prac- 
tically disappeared ; but in cases complicated 
with a fibroid the discharge may last longer. 

There is not infrequently a complaint of 
painful micturition, which quickly passes 
off with the administration of barley water 
and a mixture of urotropine, and is -prob- 
ably due to the irritation produced by a 
catheter in the bladder. He has not met 


late rectal or vesical symptoms in these 
cases, probably on account of the moderate 
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dose employed and careful packing of the 
vagina. Bonney frequently quotes fistula 
formation as an after-result; if this were a 
danger in the intrauterine method it is quite 
certain that he should not have escaped the 
experience in 230 cases, of which somewhat 
less than one per cent are unaccounted for. 

The sole absolute contraindication to the 
use of radium in this condition is the 
presence of pelvic inflammation, and this is 
a very real danger, for the pelvis may 
become filled with an inflammatory tumor, 
the nucleus of which is a deeply seated 
abscess and the walls composed of uterus, 
bladder, and bowel, which renders any 
operation very difficult and pregnant with 
risk to the patient. He has experienced a 
case of this kind in treating a carcinoma 
of the cervix, when he had to risk the evil 
to combat the growth. Relative contraindi- 
cations are patients bled white through loss 
of blood, where the red blood count is 
reduced by one-half, the leucocytes increased 
by one-half, and pulse and temperature warn 
us that the patient is at a low ebb. In these 
cases he always keeps the patient in bed for 
two to three weeks on a free diet, injections 
of iron, sodium cacodylate, and large quan- 
tities of lemon water to drink. 





Acute Perforation of Gastric and 
Duodenal Ulcer. 


In the American Journal of the Medical 
Sciences for April, 1926, MEYER and Brams 
state that in a series of 62 consecutive cases 
of acute perforation of gastric and duodenal 
ulcer (proved at operation) every patient 
was a male. This observation may be of 
value in the diagnosis of surgical emergen- 
cies of the abdomen. 

Sixty per cent of their patients were un- 
der forty years of age and 32 per cent were 
thirty years old or younger. 

Overdistention of the stomach by food or 
unusual exertion had comparatively little to 
do with actual rupture. Perforation oc- 
curred during sleep in five patients. 

The clinical picture in the early stages 
was clear-cut, so that a correct diagnosis 
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was made in 85 per cent of the cases before 
operation. The clinical features are ob- 
scured later in the course by the resulting 
peritonitis and meteorism. The location of 
the maximum pain and tenderness was then 
often in the right lower quadrant of the 
abdomen instead of the epigastrium. The 
presence of free air in the peritoneal cavity 
on fluoroscopic examination proved of great 
help in the diagnosis both in the early and 
later stages of perforation. 

Vomiting always occurred after the onset 
of the pain, and was present in all but six 
cases, but in no case was hematemesis pres- 
ent. 

Their series showed no marked difference 
in the mortality rate of gastric and duodenal 
ulcer. The total death-rate was about 29 
per cent and rose rapidly with delay before 
operation. 





Re-expansion of the Lung in Empyema: 
Notes on the Mechanical Effects of 
Carbon Dioxide Inhalation. 


CHURCHILL, in the Boston Medical and 
Surgical Journal of April 8, 1926, says that 
when the drainage tube rests upon an inter- 
costal nerve or presses upon the periosteum 
of a rib, the attendant pain leads the patient 
to avoid any but minimal respiratory move- 
ments. This splinting of one side of 

the thorax increases the tendency toward 
scoliosis and serves to inhibit lung expan- 
sion. Pain arising from such a source may 
largely be prevented when a rib resection is 
performed by isolating the intercostal nerve 
and either severing it at the medial end of 
its exposure, or injecting it with alcohol. 
When intercostal drainage has been em- 
ployed, the caliber of the tube may be 
reduced after the first ten days, by which 
time any large masse’ of fibrin have either 
been evacuated or have become organized. 
In many cases merely a readjustment of the 
drainage tube will bring prompt relief of 
the symptoms. 

Deep breathing exercises are of import- 
ance especially in children to restore the 

symmetry of the thorax and promote the 
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reéxpansion of lung. Bringing the hands 
together over the head during a full ‘in- 
spiration should be practiced at intervals 
during the day. 

By a forcible expiration the intrapul- 
monary pressure is raised and the lung is 
literally blown out into the empyema cavity. 
Coughing, talking, crying and other expira- 
tory efforts against a partially closed glottis 
are particularly effective in creating a mo- 
mentary rise in intrapulmonary pressure. 

The prolonged expiratory effort which 
is made in the use of the commonly em- 
ployed blow-bottles is an excellent exercise. 
The importance of the faithful use of blow- 
bottles is soon appreciated by intelligent and 
codperative patients as they become inter- 
ested in the reduction of the size of their 
cavity. The exercise may be made more 
attractive for children by adding coloring 
matter to the water or placing floating toys 
within the bottles. Some children may be 
stimulated by providing them with a pad 
and pencil to keep a record of the number 
of times that the water is blown from one 
bottle to the other. A small reward may be 
promised for certain accomplishments. 

Similar results may be obtained by in- 
flating a football bladder or by blowing 
soap-bubbles. 

The inhalation of carbon dioxide in the 
concentration of approximately 5 per cent 
is at the present time probably the best 
respiratory stimulant known. Both the rate 
and depth of respiration are greatly in- 
creased. This long-known physiological 
action has been utilized in clinical medicine 
largely through the efforts of Yandell Hen- 
derson, and has been found of great value 
in accelerating the elimination of certain 
poisons or drugs by the lungs. Its chief 
use has been found in carbon monoxide 
poisoning, but it has also been used by Hen- 
derson, Haggard and Coburn, and by White 
to hasten the excretion of ether after anes- 
thesia and to aid in the elimination of 
alcohol in cases with coma (Mudd and 
Hunter). 

_The use of carbon dioxide in empyema is 
concerned only with the mechanical effects 
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of the greatly increased depth of respira- 
tion which it initiates. As the increase 
in depth is brought about by the promo- 
tion of vigorous inspiratory efforts, its 
action on the collapsed lung is through the 
creation of a negative pressure within the 
empyema cavity. In this way it supplements 
rather than replaces the action of the. posi- 


tive intrapulmonary pressure which is the 


active force in the blowing exercises. To 
gain the full benefit of the action of carbon 
dioxide, the drainage tube should be clamped 
during the expiratory phase at the beginning 
of inhalation. The force of the negative 
pressure is then exerted on the surface of 
the lung rather than dissipated by the suc- 
tion of air into the cavity. 

In addition to the direct effect on the 
lung itself, the efforts made in the deep 
breathing produced by carbon dioxide throw 
all of the inspiratory muscles into action 
and restore or mainatin the symmetry of 
the thorax. This action is much greater 
with carbon dioxide than with the exercises 
concerned with forced expiration, as these 
latter only utilize the important muscles of 
inspiration during the deep breath at the 
beginning of the procedure. 

It has-been found convenient to use the 
carbon dioxide inhaler as employed by Hen- 
derson in the de-etherization of postopera- 
tive cases, although it is probable that any of 
the devices for. utilizing rebreathing would 
be equally effective. The tank is left at 
the bedside of the patient after he has been 
instructed in its use, and the duration and 
frequency of the exercise are varied to suit 
the needs of the individual case. The aver- 
age ambulatory convalescent case inhales the 
gas for five-minute periods fifteen or twenty 
times a day. As far as is known there are 
no deleterious effects to be expected, and in 
fact the dizziness and other unpleasant sub- 
jective symptoms which are apt to attend 
too vigorous employment of other respira- 
tory gymnastics do not occur with the use 
of carbon dioxide. This is to be expected 
as the origin of these symptoms is chiefly 
due to the blowing off of carbon dioxide 
from the body. 
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Ephedrin: Its Use in the Treatment of 
Vascular Hypotension and Bron- 
chial Asthma. 


Mitter, in the Annals of Clinical 
Medicine for March, 1926, states that 
experimental evidence indicates that ephe- 
drin has sympathomimetic actions similar 
to epinephrin; in particular, that it raises 
blood-pressure and dilates the bronchial 
muscle. 

Clinical evidence is presented to show 
that it is effective in overcoming congestion 
of the nasal mucous membrane, in elevating 
the lowered blood-pressure of certain 
disease states, and in relaxing the bronchial 
spasm responsible for asthma. 

Its chief advantages over epinephrin lie 
in its more permanent action and in the fact 
that it can be administered effectively by 
mouth. 

Its practical value in the management of 
patients with vascular hypotension is still 
undetermined, but the work here reported 
would seem to indicate definite value in 
congestive nasal conditions and in bronchial 
asthma. 





Recent Advances in Treatment of 
Purpura Hemorrhagica. 

Fitz-Huau, in the Atlantic Medical Jour- 
nal for April, 1926, states that modern 
additions to the treatment of purpura hemor- 
rhagica include one of or a combination of 
the following: blood transfusions, so-called 
protein shock, x-ray treatment of the spleen, 
and splenectomy. 

Blood transfusion has come to be the one 
almost universal treatment for acute purpura 
hemorrhagica. Often it is a life-saving 
procedure; at other times it fails utterly, 
and seems only to hasten fatal outcome. 
Taking it all in all, however, it is the most 
valuable emergency measure at our com- 
mand. j 


Included under treatment by protein shock 
may be mentioned intramuscular injections 
of horse serum, milk, coagulose, and human 
blood. These methods are recommended 
especially for the treatment of chronic 
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purpura hemorrhagica. All of them have 
been tried, and he has never been convinced 
that they were as good as repeated blood 
transfusions. 

Splenectomy is the outstanding method 
at the present time. The literature of re- 
cent years is full of enthusiastic reports of 
cures by splenectomy. It is believed that in 
purpura hemorrhagica the spleen destroys 
the blood platelets; just as in hemolytic 
ictero-anemia and in splenic anemia it de- 
stroys the red blood corpuscles; hence the 


rationale of splenectomy in these diseases. In’ 


the acute fulminating cases of purpura hem- 
orrhagica the results of splenectomy have 
been uniformly bad, but in the chronic cases 
many cures have been reported. A critical 
analysis of these favorably reported cases 
shows, however, that for several reasons less 
than fifty per cent can be safely classified 
as cures. In the first place, the interval of 
apparent cure following operation is not 
long enough to establish a permanent status. 
Secondly, in many of the patients there is a 
return of the blood to its previous state of 
thrombocytopenia with non-retractile clot 
within a few weeks of operation. In spite 
of this, however, with but few exceptions 
the patients are returned to health and 
strength, and all active manifestations of 
the disease disappear soon after splenectomy. 
There are now ten cases reported in the 
literature which have attained the status of 
“five-year cures.” 

In view of the good results of splenecto- 
my and because of the reputed beneficial 
effect of the protein shock, it occurred to 
him that a combination of protein shock and 
splenic destruction might be obtained by the 
use of massive doses of x-ray over the spleen 
in these cases. In collaboration with Pan- 
coast and Pendergrass of the Department 
of Radiology of the Universal Hospital 
(Philadelphia) they have undertaken the 
treatment of three cases of chronic purpura 
hemorrhagica by massive irradiation of the 
spleen. Their results, while distinctly en- 
couraging, are too recent to warrant any 
dogmatic statement. They feel, however, 
that their method of destructive irradiation 
of the spleen deserves more general trial 
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before subjecting a patient to the hazard of 
splenectomy. 

In conclusion, the following procedures 
are recommended, and in the following 
chronologic sequence, for any given case of 
purpura hemorrhagica: (1) blood trans- 
fusion, to be repeated according to indica- 
tions and effects; (2) massive irradiation 
of the spleen (this should be repeated un- 
less leukopenia develops—which is a danger- 
signal); and (3) as a somewhat heroic 
though decidedly promising procedure, sple- 
nectomy should be performed. 








The Purgative Action of Magnesium. 
Salts. 


CoHEN, in the Lancet of April 3, 1926, 
points out that there are two main theories 
about the mode of action of the saline pur- 
gatives. The first is that their action is 
entirely local—i.e., exerted solely from the 
lumen of the intestine. The second is, on 
the contrary, that the saline purgatives do 
not act from the lumen of the gut, but only 
after the absorption of the cathartic ion. 
The evidence adduced in favor of one or 
other theory had, up to the present, been 
too conflicting to justify definite conclusions. 
Using a special method for the estimation 
of magnesium in small quantities of serum, 
he finds that the oral administration of pur- 
gative doses of MgSO, (20-30 g.) was— 
within the limits of experimental error— 
unaccompanied by any alteration in the 
magnesium content of the serum. On the 
other hand, intramuscular injection of mag- 
nesium sulphate in solution (18-20 cc. of 
10-per-cent aqueous solution) was followed 
by considerable increase (50-100 per cent) 
in the magnesium content of the serum; 
but in no case was this rise accompanied by 
the characteristic purgative effect of the salt 
when given by the mouth. Following a 
purgative dose of MgCl, there was a rise 
in the magnesium content of the serum. 
This rise was, however, no higher and no 
less rapid than that following intramuscular 
injection of MgSO,. Since the latter did 


not cause purgation, it followed that the 

















purgative action of magnesium salts was 
exerted independently of the absorption of 
magnesium into the blood. 

In presenting his paper before the Man- 
chester Medical Society and Liverpool Med- 
ical Institution, the author exhibited radio- 
grams showing that, in the same individual, 
a purgative dose of magnesium sulphate in- 
creased the rate of passage of an opaque 
meal along the intestine and also the bulk 
of the intestinal contents. Moreover, when 
the lower bowel was empty before the ex- 
periment, the first stool passed after ad- 
ministration of the purgative salt contained 
bismuth. He concluded from the two sets 
of data that the purgative action of magne- 
sium salts is entirely local and is independent 
of the absorption of magnesium into the 
blood stream. 





The Nutritive Value of Various Layers 
of the Wheat and Corn Kernel. 


In the American Journal of Physiology 
for April, 1926, Kiern, Harrow, PINE 
and Funk state that the various layers of 
the cereal grains differ not only in their 
vitamin content and in their content of 
inorganic salts but also in their general pro- 
tein make-up. The fractions known to 
contain the bulk of the vitamins contain 
also proteins of high biological value. 

The fractions which contain the pericarp 
and the germ and which serve as the main 
ingredient of the dietetically superior whole 
grain flour possess a much higher nutritive 
value for rats than fractions which are 
composed mainly of the endosperm (patent 
flour). It cannot be decided at present 
whether this superior nutritive value de- 
pends on their content in superior proteins 
or in their vitamins, or finally to a combina- 
tion of both factors. 

One gains the impression, however, that 
this superior food value is due to the supe- 
riority of the vitamin complex contained in 
natural foodstuffs as compared to vitamin 
extracts. The question arises therefore 
whether certain vitamins are able to in- 
crease the biological value of the proteins. 
The milling fraction of wheat known 
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under the name “red dog” gives the best 
combination of the highest biological value 
of the proteins of wheat together with the 
highest general dietetical value. : 

It is the same “red dog” fraction which 
shows on chemical examination the highest 
total protein content and the highest globulin 
fraction (the fraction soluble in 5-per-cent 
potassium sulphate). 

As regards corn, the corn feed meal is 
dietetically much superior to corn meal. As 
with wheat, the former fraction is richer 
in its globulin content. 





A Review of the Later Results of 
Insulin Treatment. 


THOMSON in the British Medical Journal 
of April 3, 1926, reports that of 100 cases 
of diabetes of all types treated with insulin 
and dieting 75 survived—61 in good health 
and 14 in poor or moderate health. This 
result will almost certainly improve in 
future, as during this period the treatment 
was mainly limited to the more severe cases. 
Of the 25 deaths that occurred, one resulted 
from the treatment and 10 others were not 
directly due to diabetes, but may have been 
accelerated by it; in 17 of the fatal cases 
there were definite complications. 

Of 21 attacks of coma either actually 
treated in the stage of full unconsciousness 
or close to it, 12 recovered. Of the 10 pa- 
tients concerned, 5 remain, in fairly good 
health ; the others have since died. A type 
of persistent coma which is, he believes, 
particularly liable to occur in treatment by 
insulin is described. Recovery from this 
type of coma after intrathecal injection of 
insulin is recorded. 

The importance of early insulin treat- 
ment in young patients is emphasized. 

All cases which have kept a normal blood 
sugar and have remained free from glyco- 
suria have done well; their condition at this 
time, however, does not appear materially 
better than that of those who have shown 
glycosuria at times but who nevertheless 
have managed to keep the early morning 
specimen free, 
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Pain in Cancer of the Breast: Its Clini- 


cal Significance. 


In the American Journal of the Medical 
Sciences for April, 1926, GinsBURG says 
that a discussion of therapy of skeletal 
metastases of breast cancer may appear 
fruitless to many. However, in bone me- 
tastases as in perhaps no other form of 
malignancy have we noted that tendency to 
local regression or cure which Handley in- 
sists occurs to some degree in every case 
of cancinoma, and is the more marked the 
more effective is the local and general im- 
munity of the patient toward carcinoma. 

Clinically a number of observers have 
reported favorable results from radiotherapy 
in metastatic bone carcinoma, not only in 
the early stages but also in the advanced 
cases with marked bone destruction. In a 
recent communication Jenkinson states that 
“in the treatment of spinal metastases, in 
some of the cases showing definite cord 
lesions, we have noted great improvement. 
These cases are alive after three years and 
are comparatively free from pain and are 
able to walk with no assistance. . . . 
Results in some of our cases of spina 
metastases have verged on the spectacular, 
especially those showing paralysis. To see 
a patient, bedridden and completely para- 
lyzed from the waist down with no control 
of the urine or bowels, get up and walk 
after a course of treatment is, to say the 
least, gratifying.” Similar experiences are 
reported by Kelly and Fricke: ‘Metastases 
to the spine are often helped in a remark- 
able and unexpected manner by heavy 
treatments with radium, which serve to 
alleviate the pain and often enable the pa- 
tient to live a year or two longer in com- 
parative comfort. In some of the patients 
of this group there has even been an evi- 
dent deposit of new bone with resumption 
by the patients of the normal relations of 
life ;.almost a resurrection.” 

Ginsburg has been fortunate to get similar 
results in several of his own patients. 

He concludes that extra-mammary pain 
in breast cancer most frequently spells can- 
cerous skeletal metastases. Whenever a 
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patient with breast cancer preoperatively or 
postoperatively, with or without local recur- 
rence, with or without demonstrable visceral 
metastases, complains of pain for which no 
adequate or obvious benign cause can be 
found, Ginsburg believes, one must think 
of skeletal metastases. 

To attribute such pain to myalgia, neural- 
gia, rheumatism, neurasthenia or hysteria, 
even though no objective physical signs of 
malignancy are present to account for the 
pain, is exceedingly hazardous. Frequent and 
repeated roentgenologic examination of the 
skeleton for bone metastases should be car- 
ried out. These observations are to be con- 
tinued not with a spirit resigned to failure 
or with pernicious methods of inunction and 
massage, but with intensive radiotherapy, 
persistently, repeatedly, and regularly ad- 
ministered by a competent radiotherapist. 

This irradiation treatment may perhaps 
defer a positive diagnosis for a long or, let 
us hope, an indefinite period of time. It is 
better, however, to have a diagnosis re- 
main hanging in the balance than to have a 
life destroyed in the agony of hopelessly 
advanced bone malignancy. 

As a corollary to the above, prophylactic 
postoperative radiation in breast carcinoma 
ought to include not only the breast region, 
but a judicious raying of the skeleton with 
special reference to the most frequent sites 
of bone invasion. 





The Treatment of Ileus by Choline. 


Wo tr and Canney, in the Lancet of April 
3, 1926, recall the fact that following on the 
work of Arai, Magnus investigated the tox- 
icity of choline with a view to using it 
therapeutically. It was found that the safe 
dose in cats by intravenous administration 
was 20 mg. per kilo. Much larger concen- 
trations were borne when the drug was 
injected intravenously at a slow rate. When 
injected in the amount of 0.8 mg. per kilo 
per minute large amounts could be borne 
without the least distress. The work of 
LeHeux shows that choline hydrochloride 
solutions decompose and become toxic un- 
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less they are specially prepared and kept in 
ampoules in a way which fulfils the require- 
ments of Magnus and LeHeux. When 
properly prepared the solutions will remain 
undecomposed for at least four years. 

The administration of choline in cases of 
ileus was taken up by Klee and Grossmann 
in Romberg’s clinic in Munich and a report 
presented at the Congress for Internal Medi- 
cine in Vienna in 1923. It was used in 
peritonitis, in chronic atony of the stomach 
and intestines, and in atonic constipation. 
In all these cases its use was successful. Its 
value in nervous dyspepsia could be account- 
ed for by the fact that treatment of decere- 
brate cats with choline did not permit subse- 
quent inhibition of the stomach movements 
by stimulating the sympathetic. 

They record a case of intestinal paralysis 
due to distention and partial fixation of coils 
of small intestine which, after removal of 
a large pelvic tumor, had taken its place. 
Choline was administered when it was 
proved by exploration that intestinal obstruc- 
tion was absent. The administration was 
too long postponed and no chance therefore 
was given to test its value. 

In a case of ileus following prolonged and 
severe operation in an elderly stout woman, 
choline appeared definitely to restore muscu- 
lar tone and contraction in the intestinal 
wall. 

They cite two other cases: One a case 
of pure ileus following the sudden emptying 
of the abdomen of a large tumor (full term 
ovum). At first this was thought to be an 
acute intestinal obstruction, but was dis- 
proved by abdominal section. Choline im- 
mediately reéstablished intestinal function 
after all other remedies had failed over the 
space of three days. The second case was 
an otherwise healthy woman suffering from 
acute ileus as the result of suddenly empty- 
ing the abdomen of a large tumor (full term 
ovum) by abdominal section. Choline re- 
established the normal intestinal function 
within thirty-six hours. 

They conclude that the administration of 
choline is a simple matter. Sterile choline 
hydrochloride is put up in glass ampoules 

containing 600 mg. in 6 cc. The solution is 
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diluted with 180 cc. of sterile normal saline 
and the resulting solution injected intrave- 
nously. An important point in administra- 
tion is that it should take at least 17 minutes 
to inject the whole quantity. On every 
occasion except one an ordinary saline in- 
fusion apparatus with a narraw intravenous 
needle was used. 





Ephedrin and Other Drugs of China. 


ScHMIpT, in the Atlantic Medical Journal 
for April, 1926, states that Ma Huang con- 
tains an alkaloid,:ephedrin, which is its 
active principle. . 

The action of ephedrin is qualitatively the 
same as that of epinephrin, though the 
effects of ephedrin are less intense but much 
more prolonged, and ephedrin can be given 
effectively by mouth. Solutions of ephedrin 
are stable even when boiled. 

The toxicity of ephedrin is very low. 
On prolonged administration to animals it 
causes no symptoms of lesions, and .does 
not lead to tolerance. 

Ephedrin has been tried in man with ex- 
cellent results as a circulatory stimulant, as 
a bronchodilator, and as a constricting appli- 
cation in the nose. Its effects in certain 
other conditions are being investigated. No 
real disadvantage connected with its use 
has become apparent. 





A Cause of Essential Hypotension. 


Fosster, in the American Journal of the 
Medical Sciences for April, 1926, says that 
all hypotheses heretofore advanced as to the 
etiology of essential hypotension have been 
either unproved, refuted, or impractical. 

Essential hypotension is usually found in 
the asthenics or the splanchnoptotics: it is 
a symptom of splanchnoptosis. 

Its characteristic symptomatology is com- 
monly found in the asthenics of splanchnop- 
totics, but very rarely, if ever, in the hyper- 
sthenics. 

The low blood-pressure is raised by the 
treatment of splanchnoptosis, i.e. abdominal 
support, the strengthening of the abdominal 
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muscles, and the increase of the intra- 
abdominal fat. The use of organotherapy 
has proved to be unsuccessful in correcting 
the hypotension. 

It is met in cases having an elongation of 
the ascending aorta, a narrowing of its 
hemicircle, and a heart poorly supported by 
the diaphragm (drop heart). 

It answers the hydraulic principles, the 
longer the pipe and the smaller the radius 
of the bend, the smaller will be the final 
velocity energy; or in men, the longer the 
ascending aorta, the narrower the diameter 
of the aortic arch, the heart pressure being 
equal, the lower the systolic blood-pressure. 





The Treatment of Tetanus. 


In the Lancet of April 3, 1926, WorsTER- 
DrouGHT very properly reminds us that 
there is practically no limit to the total 
amount of serum that can be given; he has 
administered as much as 150,000 units to a 
single severe case recovering in the course 
of eighteen days. A serum rash appears 
within seven to ten days of the first dose of 
serum in most cases, and occasionally facial 
herpes ; as a rule these conditions require no 
special treatment. 

The patient must be kept in bed in a dark- 
ened room with his back to the source of 
light, which is shaded. Absolute quiet is 
essential ; even a slight noise will often pro- 
voke an exhausting painful spasm. Careful 
nursing is of the utmost importance, and the 
patient should be disturbed as little as pos- 
sible. The temperature is taken in the 
axilla or groin, and when spasms tend to 
occur frequently, not at all. All dressings 
must be done quickly and deftly ; laxatives 
given by the mouth are less disturbing than 
an enema. The nourishment should be 
fluid—milk and eggs, soup, beef-tea, brandy, 
etc—and the patient spoon-fed. When 
trismus is pronounced, he is given liquid 
food through a straw or small rubber tube; 
nasal feeding should be avoided. For the 
painful spasms the best drug is chloretone 
given in 20-gr. doses three or four hourly ; 
chloral (gr. 30 every four hours) is also 
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useful and in tetanus superior to morphine; 
bromides are of little value. If the patient 
is unable to swallow, hyoscine (gr. 1/100) 
may be given hypodermically, or chloretone / 
(gr. 60) administered in solution per rec- 
tum ; it may be necessary to resort to nutri- 
ent enemata, but their food value is very 
small. When spasms are frequent and se- 
vere, chloroform anesthesia may be induced, 
especially if the respiratory muscles are 
affected. 

Of other remedies that have been advo- 
cated there is no evidence that injections 
either of carbolic acid or of magnesium 
sulphate have any curative value. 

The advisability of surgical measures di- 
rected to the wound when tetanus symptoms 
first make their appearance is doubtful. 
Some surgeons have advocated opening 
widely or excising the wound, and when a 
limb is involved, even amputation—in the 
hope of arresting the absorption of tetanus 
toxin. In his experience, surgical opera- 
tions during the course of tetanus do far 
more harm than good, and probably, by 
opening up perineural lymphatics for the 
absorption of further tetanus toxin, even 
aggravate the disease. It is safer to abstain 
from surgical activity. The wound should 
be syringed gently every three or four hours 
with hydrogen peroxide. An open dressing 
consisting of a single layer of gauze soaked 
in the peroxide should be placed over it 
during the intervals. 

In those patients who have received one 
or more prophylactic doses of antitetanic 
serum tetanus may develop in a modified 
form confined to the vicinity of the wound. 
The symptoms may vary from mere local 
rigidity of the neighboring muscles to a per- 
sistently tonic condition of a limb. Inter- 
mittent and spasmodic contractions may 
occur in the affected part. In all but the 
mildest cases it is advisable to give an initial 
intrathecal injection (16,000 units) of anti- 
toxin, followed by daily intramuscular in- 
jections of 8000 units until the condition 
subsides. The prognosis is good, but in a 
few untreated or inefficiently treated cases 
the tetanus becomes generalized. 
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Tetanus may sometimes develop weeks 
after the original wound has healed, or the 
disease may follow some slight operative 
procedure and even a local injury. Recur- 
rence of septic infection in a wound pre- 
viously healed has also been known to be 
followed by tetanus. He has seen subacute 
generalized tetanus develop six months after 
a gunshot wound of the knee; the patient 
had received three prophylactic doses of 
antitoxin at weekly intervals following the 
wound and made a good recovery. The on- 
set of delayed tetanus may be insidious and 
the condition may be general or remain 
localized. Trismus and neck rigidity has 
been known to remain slight for days and 
even weeks. As regards treatment, the 
principles detailed above should be applied 
according to whether the condition be gen- 
eral or local. The prognosis is good. 

Occasionally in a patient who has previ- 
ously suffered from tetanus as the result of 
a wound, tetanic symptoms may recur fol- 
lowing an operation on the wounded area 
long after it has healed. The patient who 
has suffered from tetanus is never really 
out of danger while any foreign bodies or 
sequestra remain in the body. Tetanus ba- 
cilli have been cultivated from material 
removed from a wound as long as two and 
a half years after the injury. In cases of 
recurrent tetanus, as soon as the patient has 
recovered the wound should be excised and 
any foreign bodies and sequestra removed, 
cavities thus made being allowed to granu- 
late up. 

It is advisable before operating on a 
wounded area in a patient who has previous- 
ly suffered from tetanus to give 15,000 units 
of tetanus antitoxin, after appropriate de- 
sensitization, two days before operation. 

In all cases in which an interval of longer 
than ten days has elapsed since a previous 
injection of serum (including those who are 
likely to have received a dose of horse serum 
prior to the present illness), it is advisable 
to apply desensitizing measures before giv- 
ing a large dose of serum. Such anti-ana- 
phylaxis is best induced by the method of 
Besredka and Friedberger. 

Five cc. of the serum is diluted with 50 
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cc. of normal saline; 1 cc. of this mixture is 
injected intravenously; four minutes later 
this is followed by 3 cc. of the diluted 
serum, two minutes later by 10 cc., and after 
a further two minutes by 25 cc. Then in 
fifteen minutes the full dose of serum may 
be given intrathecally, intramuscularly, or 
subcutaneously. The intravenous injections 
of the dilute desensitizing serum can be 
given from a funnel and tube, the latter 
being pinched and liberated only to allow 
the required amount of diluted serum to 
escape into the vein. 

Intrathecal injections are much less liable 
to be followed by anaphylaxis than are in- 
travenous ones; the serum is not absorbed 
so quickly from the subarachnoid space into 
the general circulation as when injected 
directly into a vein. Through this slow 
absorption the patient probably becomes de- 
sensitized. 





Hexylresorcinol in Urinary Tract 
Infections in Women. 


WywneE in Minnesota Medicine for April, 
1926, well says that for the reason that 
acute infections of the urinary tract fre- 
quently subside spontaneously it is danger- 
ous to attribute a favorable result in this 
type of case to drug therapy. This is not 
true, however, of the chronic infections, 
and especially those due to organisms of 
the B. coli group. Of the thtee chronic 
B. goli infections reported, in which treat- 
ment was continued for a reasonable period 
of time, one was not influenced. In both 
of the others, treatment was followed by 
complete symptomatic relief and steriliza- 
tion of the urinary tract as shown by urine 
culture. 

The coccal infections seem to be more 
susceptible to the drug than those due to 
the bacillary forms. 

A few patients have complained of back- 
ache in the region of the kidneys from time 
to time. It seems probable that this was 
due to the disease rather than to the treat- 
ment. In one case only was there any sug- 
gestion of kidney irritation. 
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It is important to begin treatment with 
small doses, increasing them gradually. 
Gastrointestinal irritation, which was a 
troublesome feature with the earlier forms 
of administration, is usually not severe and 
is of short duration with the olive oil 
preparations now on the market. The drug 
should always be administered immediately 
after meals. An occasional patient will not 
be able to establish a tolerance. 

Some constipation was noticed by most 
of his patients after the first week or two 
of treatment. 

The continued use of full doses over a 
considerable period of time is often neces- 
sary for a successful result. During treat- 
ment, the use of alkalies, especially sodium 
bicarbonate, should be avoided and the fluid 
intake should not be increased in order that 
a sufficient concentration of the drug in the 
urine may be obtained. 

Alternating courses of hexylresorcinol 
and other urinary antiseptics has seemed to 
be unsuccessful. 

The clinical evidence reported supports 
the claim that hexylresorcinol exerts a dis- 
tinct antiseptic action in the urine of pa- 
tients suffering from urinary tract infec- 
tions whether due to coccal or bacillary 
infections. This action is apparently suffi- 
cient to completely disinfect the urinary 
tract in some cases. 





Apnea, Dyspnea and Cyanosis in Rela- 
tion to Anesthesia. 

PEMBREY and SuHrIpway, in the Proceed- 
ings of the Royal Society of Medicine for 
April, 1926, assert that it is not generally 
realized that excitement and struggling dur- 
ing induction of anesthesia are often asphyx- 
ial in origin, irregular strengths of vapor 
giving rise to reflex phenomena, such as 
swallowing and breath-holding, or directly 
to a feeling of suffocation if such concentra- 
tions are high. It is known that by the ad- 
ministration of ether by the drop-method, 
in which is used a very dilute vapor which 
is very gradually increased in strength, a 
difficult subject can be made to pass into 
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anesthesia with very little excitement. Clin- 
ical experience teaches also that the free 
use of oxygen during induction, particularly 
when cyanosis preéxists, whether due to 
obstruction or an affection of the lungs, 
largely eliminates or cuts short the so-called 
struggling stage. 

The most interesting of the signs of lack 
of oxygen—interesting because its signifi- 
cance is often overlooked—is the onset of 
rigidity and clonic muscular movements, 
which may be erroneously regarded as an 
indication of light anesthesia. It has long 
been known that abdominal rigidity may be 
due to anoxemia and may be abolished by 
restoring the air-way and supplying oxygen. 
It is not so well known that certain clonic 
movements may occur during the third stage 
of anesthesia, at a time, indeed, when the 
slackness of the eyelids and the jaws and 
the absence of the corneal reflex indicate 
that anesthesia is deep. The most common 
of these are piano-playing movements of the 
fingers and hands, coupled sometimes with 
jerky adductor movements of the arms; at 
other times irregular movements of the 
shoulders and arms are observed. These 
athetotic phenomena are of great impor- 
tance; they are due to lack of oxygen and 
are, therefore, more common during anes- 
thesia with chloroform and its mixtures than 
with ether. A recognition of their nature 
is essential; less, not more, anesthetic is re- 
quired and complete ventilation of the lungs 
must be secured. These movements are 
more likely to occur in men, and in anemic 
and feeble subjects, especially if the induc- 
tion has been rapid. 

Anoxemia is shown clinically by cyanosis. 
There are two kinds of cyanosis. In the 
first, the arterial and venous pressures are 
raised, and there is great engorgement of 
the veins. The color of the face and of the 
mucous membranes is blue. The right side 
of the heart becomes overdistended with 
blood, and cardiac failure may occur. The 
engorgement is always associated with an 
excess of carbon dioxide. This condition 
is relieved by securing free ventilation of the 
lungs. In the second variety of cyanosis 
the veins are not overful and the color is 
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gray or leaden. This is the more serious 
condition, for the circulation is failing. It 
is associated with a deficiency of carbonic 
acid, and the indications are to give oxygen 
and carbon dioxide. Insufflation of oxygen 
through an intratracheal catheter is some- 
times used to restore respiration. It must be 
remembered that this maneuver may increase 
the danger by blowing out carbon dioxide 
at a time when the tension of this gas is 
already low. Mouth-to-mouth insufflation 
is sometimes practiced. It has Biblical as 
well as clinical and physiological support (II 
Kings iv, 32-35). It acts by supplying suff- 
cient oxygen and a high percentage of car- 
bon dioxide, and is a method of restoring 
respiration in,desperate cases of apnea which 
deserves to be more widely known. The 
question whether oxygen shall be given in 
uncomplicated cases has already been an- 
swered in the earlier part of this paper. 
It is unnecessary; indeed it is possible to 
give an excessive amount of anesthetic where 
the color of the patient is good owing to 
the abundance of the oxygen supply. The 
color of the blood is an indication of its 
content of oxygen, but may be no guide to 
the activity of the tissues. Further, the use 
of oxygen in uncomplicated cases may tend 
to disguise a faulty administration. 


Headaches. 


PavuLson, in the Journal-Lancet of April 
15, 1926, states that an affection not infre- 
quently mistaken for headache of ocular 
origin is the so-called vacuum headache. 
This is caused by a closure of the opening 
to the frontal sinus. The absorption of the 
air causes a negative pressure followed by 
congestion. This congestion, together with 
the toxic substances in the blood due to the 
poor circulation and pressure, produces the 
symptoms of a dull, low-grade, unending 
headache. This is made worse by the use 
of the eyes, which accounts for it easily 
being mistaken to be due to ocular strain. 
There may be no nasal symptoms, obstruc- 
tion, or discharge. The headache, though 
frontal, is occasionally referred to the ex- 
ternal angular process of the frontal bone. 
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This type of headathe is usually present in 
the morning, becoming worse with the use 
of the eyes for near work. However, there 
are cases in which headaches are only pre- 
cipitated by the use of the eyes for near 
work. 

Unlike headaches. due to eyestrain and 
which are generally a daily occurrence, 
vacuum headaches characteristically appear 
at irregular intervals and may disappear as 
suddenly as they appear. Just as in em- 
pyema of the frontal sinus this headache is 
increased on stooping and often attended by 
a sense of dizziness. Ewing’s sign, “tender- 
ness of the upper, inner angle of the orbit 
at the point of attachment of the pulley of 
the superior oblique muscle and internal 
and external to it,” is pathognomonic of the 
condition. As the function of this muscle 
is to turn the eye downward and inward, it 
is called into play during the act of accom- 
modation, causing a tugging at the tender 
point. The tenderness of this area is ex- 
plained by Sluder “as arising from a closure 
of the outiet of the frontal sinus thereby 
producing negative pressure through absorp- 
tion of the oxygen therein contained with a 
resulting congestion of the lining membrane 
together with the underlying bone.” Ten- 
derness of the eyeball to backward pressure 
is almost always present. Sluder groups 
the nasal conditions that may give rise to 
vacuum headaches as follows: 

1. When there exists an enlargement or 
tilting of the septum tubercle out of the 
midline in a normal or particularly narrow 
nose. 

2. Narrowing or occlusion of the hiatus 
semilunaris through anatomical variation so 
that the uncinate process and bulla are in 
contact. 

3. Edema of the vault of the middle mea- 
tus. 

4. Anatomical insufficiency at the vault. 

5. Middle turbinate hypertrophy. 

6. Empyemas or coryzas that have gotten 
well but have left a degree of swelling in 
the vault of the middle meatus sufficient to 
keep the frontal sinus closed. 

In view of the fact that many people 
suffer from vacuum headache without any 
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visible pathology in the nose it is difficult 
at times to feel convinced that the diagnosis 
is correct even though Ewing’s sign be 
present and there is a history of periodic 
attacks. If the patient presents himself 
during the attack and the middle turbinate 
be shrunk with adrenalin, and this is shortly 
followed by relief, either partial or complete, 
there is strong presumptive evidence that 
the symptom is due to lack of ventilation of 
the frontal sinus. The treatment consists 
of applying astringents which will usually 
give relief if the mucous membrane is of 
the turgescent type. If of the hyperplastic 
type, surgery is indicated, removing the an- 
terior part of the middle turbinate or doing a 
submucous ‘resection of the septum if the 
latter is thickened or deformed. 





Intraperitoneal Infusion of Infants. 


In an editorial on this subject, the Lancet 
of April 10, 1926, tells us that in its opinion 
the most essential therapeutic measure in 
the treatment of severe intoxications in 
infancy consists of avoidance or removal of 
dehydration, to which infants are peculiarly 
susceptible and readily succumb. The ad- 
ministration of fluids by the mouth, except 
in very small quantities; is usually difficult 
in the presence of even a moderate degree 
of toxicity ; in many conditions it is rendered 
uncertain by the vomiting which it provokes 
or by preéxistent diarrhea. Intravenous 
infusion is contraindicated by the difficulty 
of the procedure and the damage to veins 
which may ensue. Enemata are not retained 
with any degree of certainty; if the rectal 
route is adopted it is necessary to employ 
the method of continuous enteroclysis, which 
has many advocates and is generally satis- 
factory when the need of fluids is not urgent 
or prolonged. The absorption of fluids by 
this method is somewhat slow, and if it is 
continued for a long period the tube may 
cause irritation of the mucosa. In cases of 
severe dehydration—particularly those oc- 
casioned by alimentary decomposition—the 
choice will usually lie between the two 
methods of subcutaneous and intraperitoneal 
injection. 
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The advantages of the subcutaneous route 
are obvious; it is simple and easy, no ques- 
tion of damage to organs can arise, and the 
result of any flaw in the aseptic precautions 
should not be unduly serious. As an emer- 
gency measure under unfavorable hygienic 
conditions it is clearly to be preferred. It 
has, however, been the experience of many 
physicians that the results which it yields 
fall far short of the ideal. It is difficult to 
introduce more than about 50 cc. of fluid 
without causing local discomfort to the in- 
fant, and there may be considerable leakage 
through the needle track. “The rate of 
absorption is very variable, and in comatose 
infants may be too slow to be effective. 
There is little doubt that in all cases where 
a rapid absorption of a considerable amount 
of saline is desired, the intraperitoneal 
route will best meet the requirements. Like 
most ideal methods, intraperitoneal infusion 
makes greater demands on the technique, 
and perhaps the courage, of its employer. 
The two possible objections to it are the 
risk of infection and the risk of damaging 
an abdominal organ. The first is a very 
real one; the adoption of this method is 
only justifiable when strict aseptic conditions 
can be obtained. The second risk appears 
to have presented less difficulty than might 
have been expected, and can be obviated by 
suitable technique. There is undoubted dan- 
ger of injury if a sharp straight needle is 
used. Weinburg devised a method for 
which excellent results have been claimed. 
He used a needle with a comparatively blunt 
point, inserting it at a spot corresponding 
to McBurney’s point on the left side. He 
was able to introduce up to 200 cc. of fluid 
without causing any inconvenience to the 
infant, and in no case was there any injury 
of underlying organs. He established the 
fact that absorption was very much more 
rapid than in subcutaneous infusion. Aik- 
mann drew attention to the risk of injuring 
the bladder, and inserted the needle im- 
mediately below the umbilicus. A disad- 
vantage of Weinburg’s technique lies in the 
necessity of a preliminary incision of the 
skin, owing to the bluntness of the needle. 
This drawback appears to have been over- 
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come by I. W. Gallant and R. M. Gordon, 
who have devised a sharp-pointed curved 
needle with the aperture in its convex sur- 
face. This needle, an account of which was 
given in the Lancet of March 27, p. 666, is 
passed through a fold of abdominal wall 
which is drawn up by the finger and thumb. 
This procedure should prove to be a distinct 
improvement, and is worthy of trial by all 
who use the peritoneal route. 

The benefit obtained by the introduction 
of saline is established beyond all doubt, but 
on the question of the efficacy of nutrient 
infusions there is not the same degree of 
unanimity. It has been a common practice 
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to add glucose to the saline, and there is 
experimental evidence’ that it is absorbed; 
it is therefore undoubtedly a rational thera- 
peutic measure. The introduction of blood 
serum has been tried and does not appear to 
be followed by any undersirable reaction. 
The improvement brought about by saline 
infusion alone is so striking that it is diffi- 
cult to obtain clinical evidence of the extent 
to which the addition of nutrient material 
may have participated in the result. Infants 
tolerate starvation so well, and dehydration 
so badly, that this question is particularly 
hard to decide from the results which they 
yield. 





Surgical and Genito-Urinary Therapeutics 


Whole Skin Graft. 


Cote (The Practitioner, April, 1926) 
observes that experience has shown that the 
Wolfe graft is capable of steadily increas- 
ing application. Its superiority to the 
Thiersch in plastic surgery, particularly in 
exposed parts of the body, is so definite to 
justify the expenditure of considerable trou- 
ble and the exercise of persevering ingenuity 
in endeavors to extend its scope. In situa- 
tions such as the forehead presenting a firm 
surface, making easy the maintenance of 
even, steady pressure, the Wolfe graft has 
given consistently good results. In other 
parts of the face raw areas in soft parts 
constantly subjected to slight movement are 
not so easily dealt with. Particularly is 
this the case in the loose yielding tissue in 
and around the neighborhood of the lower 
lids, an area prone to be affected by rodent 
ulcer. Many methods have been tried, but 
they are defective in one way or another, 
either on the score of discomfort, lack of 
elasticity, or difficulty of access to the area 
concerned. 

The author has devised a broad metal 


_ forehead piece lined with Stent modeling 


compound, which insures a large, firm, ac- 
curately fitting surface. A small piece of 





soft metal is cut to the shape and size of 
the incised area and bent to the contour of 
the part. On its upper surface a circular 
depression is made with a punch designed 
for the purpose. When the graft has been 
sewn into place, the under surface is covered 
with a small quantity of hot soft Stent and 
gently pressed home over the area involved. 
_The arms of the apparatus are then so 
arranged that the little knob on the terminal 
spring arm fits snugly into the depression on 
the outer surface of the little piece of metal. 
In this way light constant pressure is main- 
‘tained with the least discomfort to the 
patient, and the maximum of accessibility. 
The results obtained by excising rodent 
ulcers, and covering immediately the raw 
area with a Wolfe graft, have shown that 
the method is practically and cosmetically 
reliable, and that recurrence need not be 
feared in early cases if a sufficiently wide 
margin of apparently healthy tissue be in- 
cluded in the excised area. 

A further use to which the author has 
successfully put the whole thickness skin 
graft is in the case of cicatricial contractions 
producing flexion deformities of the fingers. 
In this type of case a good result may con- 
fidently be expected provided one or both 
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long flexors are intact. When the scar 
tissue has been excised and the fingers 
straightened, a raw surface, roughly dia- 
mond shaped, will be left. A graft of the 
required shape and size is cut and sewn 
accurately in the defect. A perforated zinc 
splint, shaped for the particular case, is 
filled with soft Stent, gently pressed home, 
trimmed as may be required, and bandaged 
in position. The results obtained have ex- 
ceeded all anticipations, and have resulted, 
in many cases of machinery accident, in the 
restoration to good use of fingers recom- 
mended for amputation. The method is 
applicable to congenital conditions, such as 
webbed fingers, acquired deformities such as 
Dupuytren’s contracture, and traumatic and 
septic conditions such as may follow acci- 
dents, septic infection, and burns. 





Cardiospasm. 


Diccte (The Practitioner, April, 1926) 
defines cardiospasm, or achalasia, as an ob- 
struction, during life, situated at the lower 
end of the esophagus, with hyperxsophy of 
the esophageal wall above, but witheut any 
apparent cause as seen after death. 

Mikulicz, in 1882, considered that the ob- 
struction was due to simple spasm at the 
cardiac orifice, and hence the name “cardio- 
spasm” was, and still is, applied to the af- 
fection. As, however, the condition may 
exist for years and no hypertrophy of the 
cardiac sphincter develop, it would appear 
that the condition is not due to spasm. Fur- 
ther, since spasm of the pylorus in infants 
will, in a few weeks, produce marked hy- 
pertrophy of the pyloric sphincter, it is rea- 
sonable to presume that a spasm at the 
cardia, existing for years, should produce 
a similar hypertrophy. 

Hurst, working independently, consid- 
ered that the obstruction was not due to 
spasm, but to a “want of relaxation” of the 
sphincter as the normal peristaltic wave 
traveled down the esophagus. The absence 
of any hypertrophy of the cardiac sphincter, 
either during life or after- death, together 
with the fact that a mercury-filled tube 
often readily passes through the obstruc- 
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tion into the stomach, and can easily be 
withdrawn without any sensation of its be- 
ing gripped, are the reasons upon which 
Hurst bases his theory. Other observers, 
however, are not in agreement. 

Brown Kelly maintains that definite 
spasm at the lower end, with hypertrophy 
of the cardiac sphincter, has been seen after 
death, and that all the endoscopic appear- 
ances are in favor of spasm. 

The x-ray appearances, after taking a 
bismuth meal, are characteristic ; the marked 
dilatation of the esophagus above the con- 
striction is obvious, whilst the rounded 
lower end of the shadow cast by the bis- 
muth distinguishes the condition from ob- 
struction due to malignant disease. It is 
further noted that the shadow ends blindly 
at the level of the esophageal opening in the 
diaphragm, and not at the cardiac orifice 
of the stomach. This observation led Chev- 
alier Jackson to name the condition “phren- 
ospasm.” He considered that the symptoms 
and signs were due to spasm of the dia- 
phragm. 

Woodburn Morrison reports that two 
right and two left phrenic nerves have been 
separately blocked by alcohol injections 
without any definite improvement. This 
apparently shows that neither the diaphragm 
nor the crura of the diaphragm play any 
part in the pathology. 

Achalasia may occur at any age, and in 
either sex. The condition develops gradu- 
ally without any apparent cause. At first 
the symptoms are intermittent. The patient 
frequently describes the obstruction as be- 
ing in the upper part of the epigastrium, 
though occasionally the sensation may be re- 
ferred to the upper border of the sternum. 
The onset and sequence of the symptoms 
are well described in the words of a pa- 
tient: “At first I thought that I was suf- 
fering from indigestion. I had pain at the 
pit of the stomach and a choking sensation 
after eating. Vomiting commenced three 
years ago. When the food reaches the 
lower end of the gullet I feel a choking sen- 
sation, and occasionally I vomit very forci 
bly. At times the vomit comes through the 
nose and is ejected far into the room. 
There is no pain at all now, but a feeling as 














if the stomach is full. I am breathless for 
about ten minutes after taking a meal. I 
have to drink one pint of warm tea at the 
close of each meal to get the food along. 
It has to be a full pint and must be warm. 
If I drink fluids before eating the food re- 
turns immediately. Occasionally the food 
comes back when I am asleep.” 

The intermittent and variable nature of 
the dysphagia in early cases, and the long 
duration of symptoms in cases not previ- 
ously diagnosed, are strong presumptive 
evidence in favor of achalasia. 

Various devices have been invented for 
dilating the hiatal opening. Plummer uses 
a water dilator. It consists of a bag, which, 
having been passed through the hiatal open- 
ing, is filled with water until the patient 
experiences pain. This dilatation has to be 
frequently repeated. The mercury-filled 
esophageal bougie of Hurst is frequently 
employed, and is a useful instrument. This 
bougie, by virtue of its own weight, readily 
slips down the esophagus, and usually 
passes into the stomach. The patient at 
first swallows it just before each meal, but 
in time the tube may only be required once 
a day, or even once a week. The tube is 
kept in position for a few minutes and then 
withdrawn, and should not project more 
than an inch into the stomach, for fear of 
setting up gastritis. To prevent this, the 
bougie is marked at levels of 16 inches and 
17 inches from its lowest end. As, how- 
ever, occasionally the end of the bougie will 
not engage in the hiatal opening, but curl 
up in a dilated esophagus, it is important to 
verify its position by x-ray examination be- 
fore adopting treatment by this method. 


Cautery Circumcision. 


Duncan (Urologic and Cutaneous Re- 
view, April, 1926) advocates cautery cir- 
cumcision in chancroidal cases with redun- 
dant prepuce complicated by balanoposthi- 
tis and the retention of foul discharges. 
The dorsal slit in these cases is not always 
‘satisfactory even from the standpoint of 
drainage. The cut edges usually slough 
and there is a long period of disability. 
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‘The method of operating is as follows: 
A catheter is tied around the penis as close 
to the abdominal wall as possible, and novo- 


cain is injected (nerve block) just anterior 


to the catheter instead of at the site of in- 
cision. The incision is made through 
healthy tissue, all of the infected area be- 
ing cut away even though the skin is left 
rather short. The mucous covering of the 
prepuce is also trimmed off close to the 
penis. This prevents the leaving of any 
folds or pockets which might harbor the 
infection. 

The entire raw surface is gone over 
lightly with a cautery, special attention be- 
ing paid to the margins of skin and mucous 
membrane and to any bleeding vessels. If 
an ulcer be present on the glans penis it 
also is thoroughly cauterized unless it is 
situated in or too near the meatus. 

No sutures or ligature are used. After 
the denuded surface has been sponged off 
with alcohol, it is dressed with an alcoholic 
solution of picric.acid, and afterward with 
Ochsner’s solution. 

These cases usually heal within three or 
four weeks. They suffer very little after 
the operation. 

The cases the author has had an oppor- 
tunity to see several months after they had 
entirely healed, showed excellent results. 
The penis appeared as if an extremely short 
circumcision had been done. 





Etiology and Treatment of Eclampsia. 


Kane (Surgery, Gynecology and Ob- 
stetrics, April, 1926) notes that, originated 
by Stroganoff and popularized by the Ro- 
tunda Hospital, a conservative method of 
treating eclampsia and preéclamptic toxemia 
has, with many modifications, been widely 
adopted. Though carried out in various 
ways the principles of treatment are con- 
stant. The objectives sought are sedation, 
elimination, and, in some cases, hastening 
evacuation of the uterus. Eden concludes, 
after a study of the methods of treatment in 
England, that natural delivery, assisted de- 
livery, or induced labor give twice as good 
results as Cesarean section. In general, 
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the mortality after conservative treatment is 
10 per cent. 

Stroganoff uses chloroform and chloral 
hydrate as sedatives. In this country we 
are taught that these drugs cause necrosis 
and therefore are contraindicated in eclamp- 
sia. At the Rotunda morphine is used, 
though not in the massive doses formerly 
recommended. 

In the obstetrical service at Freedmen’s 
Hospital, the author has attempted to em- 
ploy in the treatment of eclampsia every 
method which seems to have value. 

The convulsion in itself is a source of 
grave danger. As Stroganoff says, the con- 
vulsion causes temporary asphyxia and 
cardiac dilatation, an increase in nervous 
irritability, and a depression of the kidney 
secretion. The general muscular contraction 
increases the amount of toxin thrown into 
the system, weakens the organism, and has- 
tens the fatal outcome. The control of con- 
vulsions is by the use of morphine. One- 
half grain is given hypodermically at the 
first convulsion or when the patient is first 
seen. QOne-quarter grain is given with each 
succeeding convulsion until the respirations 
fall to ten per minute. Whatever “locking 
up of secretions” may be caused is more 
than offset by the sedative effect. The effect 
on the fetus is negligible. 

No anesthetic is used to control convul- 
sions. A general anesthetic prevents the 
inhalation of air. What the patient needs is 
oxygen, and after each convulsion a few 
breaths of oxygen are administered to com- 
bat cyanosis. 

Elimination is effected by stomach lavage 
until there is a clear return; and colonic 
irrigations of 5 gallons of fluid. For each 
of these procedures 5-per-cent sodium bi- 
carbonate solution is used. After the lavage 
2 ounces of magnesium sulphate are intro- 
duced through the tube. Neither of these 
treatments is given until after the patient is 
well narcotized by the morphine as such 
manipulations tend to induce convulsions. 
Formerly the colonic irrigation was re- 
peated several times at four-hour intervals. 
One flushing seems to clear the bowel, and 
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it is well to avoid unnecessary disturbance 
of the patient. 

If the blood-pressure is above 170 milli- 
meters venesection is performed. Kane 
considers this procedure to be of the greatest 
importance. By it we lower the blood- 
pressure, relieve the heart, lessen edema of 
the brain, and probably remove actual toxin. 
There is withdrawn 600 to 1000 cubic centi- 
meters, or less if the blood-pressure falls to 
150 millimeters. 

Lawrence explains the effectiveness of 
these procedures on the ground that mor- 
phine, gastric lavage, and colonic irrigation 
incite antibody production, while delivery 
and venesection check production and dis- 
tribution of fetal toxins. 

After venesection, 10-per-cent glucose 
solution is injected intravenously to the 
amount of 500 cubic centimeters, to aid in 
the regeneration of damaged liver tissue. 
The suggestion of Thalhimer that insulin be 
used to increase carbohydrate metabolism 
has not yet been carried out. Acidosis is 
also combated by retention enemata of 6 
ounces of glucose and soda, 5-per-cent solu- 
tion of each, every four hours. 

Unless the second stage of labor is very 
rapid, delivery, after full dilatation of the 
cervix, should be hastened by forceps or 
version. Cesarean section is reserved for 
the primipara with an undilated cervix in 
the occasional case which does not improve 
under conservative treatment. 

Eighteen cases of severe toxemia were 
admitted. Three not having convulsions 
were classed as preéclamptic toxemias. Two 
died almost immediately after reaching the 
hospital, before any treatment could be in- 
stituted. Remaining are 13 cases of eclamp- 
sia which were treated. 

In three cases Cesarean section was per- 
formed as soon as possible after admission. 
All three patients died—one 14 hours, one 
2 days, and one 3 days after operation; a 
mortality of 100 per cent. 

Of the 10 patients treated conservatively, 
all lived, a mortality of 0 per cent. Two of 

the 10 were admitted in coma with convul- 
sions, recovered, were discharged, and re- 
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turned later to be delivered of living babies. 
One patient, a primipara, was delivered by 
Cesarean section after thorough elimination 
and sedation. 


Treatment of Acute Postoperative 
Toxemia of Hyperthyroidism. 


Rocers (Surgery, Gynecology and Ob- 
stetrics, April, 1926) states that postopera- 
tive thyrotoxicosis in its acute form occurs 
most commonly in those patients who pre- 
sent symptoms of marked exophthalmos, 
especially if they have previously had a 
pallid skin, or one which has become pig- 
mented or bronzed; or a perceptible mus- 
cular atrophy in the hands and forearms. 
It is also more to be expected in those with 
firm rather than soft thyroid glands. In 
post-mortem examinations of such glands 
only a dense mass of cells has been found 
with little or none of the colloid material 
which is supposed to represent the secre- 
tion. In other words, the patient dies, ap- 
parently, not from too much but from too 
little thyroid secretion, or an entire absence 
of it. For this reason he has, for several 
years, advocated, in the treatment of the 
acute postoperative toxemias, the sub- 
cutaneous administration of a boiled aque- 
ous extract of thyroid. It seems to act by 
stimulation of the terminal filaments of the 
vagus or parasympathetic portion of the in- 
voluntary nervous system, and so does not 
increase the already alarming rapidity of 
the heart action. This extract is now com- 
monly available in a form known as the 
“thyroid residue.” 

Rogers gives histories of three cases each 
apparently saved from death by free ad- 
ministration of thyroid residue. In his first 
case, after two ligation operations with bet- 
terment, thyroid resection was practiced. 
The pulse-rate went up the following morn- 
ing and reached 190, temperature 103°. 
Fifteen minims of thyroid residue were 
given every two hours by mouth with al- 
most immediate response. 

A case is reported which had been sub- 
ject to preliminary ligation. Following di- 
rect operation on the gland, and on the 
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operating table, the pulse was 160, running 
up in the course of the afternoon to 180 and 
190, with a temperature of 103°. The fol- 
lowing morning the pulse-rate was some- 
where about 200. The restlessness was 
succeeded by stupor; the temperature was 
103.5° F. Again there was fairly prompt 
response to hypodermic injections of 20 
minims of thyroid residue given every two 
hours. 

The third case exhibited a feeble running 
pulse of about 200 on the operating table. 
The thyroid residue injection was given 
every two hours for twenty-four hours, and 
every four hours for two more days. The 
patient recovered. 





Pylephlebitis and Liver Abscess Fol- 
lowing Appendicitis. 

Ex1ason (Surgery, Gynecology and Ob- 
stetrics, April, 1926) contributes a careful 
study of this complication, including clini- 
cal reports and a summary of the litera- 
ture bearing on this subject. 

As to signs and symptoms, Eliason notes 
that chills and rapid rise of temperature 
must be looked upon as of the greatest im- 
port whether they occur before or after 
operation. Before operation they should 
guard against too favorable prognosis. A 
chill occurring immediately after operation 
indicates that there has been a rapid spread 
of infection into the portal system; and the 
result is usually diffuse pylephlebitis and 
multiple abscesses of the liver. Should the 
case show the usual postoperative tempera- 
ture curves with a gradual drop to 99° or 
100° in three or four days, and then a rise 
to 101° to 102° five to eight days later, as- 
sociated with a chilly sensation, one should 
suspect a very circumscribed venous infec- 
tion or thrombosis due to the floating of a 
septic embolus into the liver. In this type 
of case there is frequently only a single ab- 
scess, and when this is evacuated recovery 
results. If the condition becomes one of 
continuous fever with repeated chills and a 
temperature of 104° and 105°, a diffuse 
pylephlebitis and multiple liver abscesses 
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should be suspected. Profuse sweating 
quickly follows these daily chills. Should 
the chill and fever persist after the evacua- 
tion of a solitary abscess, one must suspect 
other abscesses. 

In all of the writer’s ten cases there was 
a very high leucocyte count with a poly- 
morphonuclear increase. 

Pain is not a constant symptom, as it is 
absent or at least not mentioned in many 
of the case reports reviewed in the litera- 
ture of the last ten years. However, when 
it is present it is located in the right upper 
quadrant, is dull, and at times pleuritic; 
at other times it is a dull ache under the 
shoulder-blade. 

Jaundice is almost invariably present and 
appears early in the course of the infection. 
In fact, its appearance in the patient early 
in the attack of appendicitis will often lead 
to the erroneous diagnosis of a gall-bladder 
disease, the acute appendicitis being entirely 
overlooked. At times a slight icteroid 
tinge to the sclere may even precede the 
postoperative appearance of the warning 
chill. 

Tenderness is always present and can be 
elicited if the hunt is sufficiently careful. 
It is found over the right lobe of the liver 
as a rule and can be produced by the fist 
percussion of Murphy. If the abscess is 
single and situated as it frequently is on the 
under surface near the anterior border of 
the liver, the tenderness can be found by 
simple palpation. 

In eleven of the cases a localized, firm 
or boggy edema was noticed over the region 
of the lower ribs in the midaxillary line, 
with the characteristics of a lymph rather 
than a vascular edema. Compared with 
vascular edema, it pitted with more diffi- 
culty and the depression lasted longer. 
Again when the tissues in both flanks were 
picked up between the fingers and thumbs 
of each hand, those of the affected (usually 
the right) side were found thicker than 
normal. This sign the author has come to 
consider of enough significance to warrant 
exploration when the symptoms previously 
mentioned are present. 

Without exception the entire series 
showed lassitude, anorexia and emaciation 
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in a marked degree. 


Almost invariably the 

patients would state that they felt all right 

but were “too tired to sleep.” 
Roentgenograms and fluoroscopic exam- 


inations were made in ten cases. Negative 
reports were returned in only two. Pus in 
the liver will give much the same phenom- 
ena as will subdiaphragmatic pus. In three 
cases there was an abscess between the dia- 
phragm and the liver, but it was a result of 
a rupture of a liver abscess into this space 
as shown at operation, the condition being 
one of the hour-glass type of abscess. 

In practically all of these cases the clini- 
cal diagnosis at first was that of a basal 
pneumonia or a subdiaphragmatic abscess. 
Before operation, however, and in each in- 
stance, the proper diagnosis of liver abscess 
was made. 

Seven of the fourteen patients lived (50 
per cent). This is not as high a recovery 
rate as in the cases collected by Schlesinger, 
namely, 20 recoveries in 23 cases. How- 
ever, it more nearly approximates the mor- 
tality rate (59 per cent) of the entire num- 
ber of cases (53) collected from literature 
by the writer. 

If a careful survey of the reported series 
be made, two startling facts are brought 
to light. The first of these is that in every 
case a provisional diagnosis and often a re- 
tained diagnosis of a right basal pneumonia 
was made. This was based on the physical 
findings of a compressed lower lobe to- 
gether with effusion in some instances. The 
x-ray disproved the pneumonia diagnosis in 
each case. Therefore in looking over the 
cases as collected and noting the increasing 
frequency of diagnosis, 14 cases in three 
years in the writer’s service as compared 
to a previous total of 53 in the literature, 
one cannot help but believe that in many of 
these cases a diagnosis of septic pneumonia 
obscured the real issue. The x-ray has 
made this error in diagnosis impossible and 
has shown the condition as it really exists. 

The second startling fact brought out is 
that a positive operative diagnosis was made 
very tardily in.all cases. In the three cases 
that developed after appendectomy per- 
formed by the writer, the diagnosis was 
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‘made of pylephlebitis and liver abscess in 


14,19, and 20 days. In the cases coming to 
the hospital with the condition already pres- 
ent, the histories proved the disease to have 
been present for periods varying from two 
weeks to eleven months, three cases being 
respectively of 8, 10, and 11 months’ dura- 
tion. 

Operation was performed in all cases. 
The seven solitary abscesses were ap- 
proached through the chest. Under local 
anesthesia the abscess was found with the 
needle. The rib, usually the tenth, in the 
midaxillary line was resected, the needle 
still in place. The diaphragm was sutured 
in some instances and in others packing was 
placed against the pleura. The needle was 
withdrawn and the patient sent back to bed 
to be returned the following day. An ex- 
ploring needle was again inserted and when 
pus was located the actual cautery was slid 
along the needle until an opening was 
burned into the abscess cavity. This was 
then drained with a tube. 


Phrenic Evulsion as an Aid in the Treat- 
ment of Pulmonary Tuberculosis. 


Davies (British Medical Journal, Feb. 20, 
1926), after pointing out the effect pro- 
duced upon the lung by paralysis of the 
phrenic nerve, alludes to the benefits which 
can be expected to follow such rest incident 
to diaphragmatic palsy. He gives an ad- 
mirable description of the anatomy involved 
and points out indications for this procedure 
as a means of arresting disease in cases of 
basal tuberculosis and bronchiectasis. It 
must be understood that, wide as is the 
range over which unilateral paralysis of the 
diaphragm can be regarded as efficacious, 
its value is chiefly as an accessory to other 
forms of treatment, as a means of con- 
trolling symptoms, or as an intermediate 
measure to enable other lines of treatment 
to be more complete, or more successful, or 
to be adopted after an interval of time. 
Only when the disease is strictly limited to 
the lower lobes can complete arrest be ex- 
pected by phrenic evulsions as the sole 
method of treatment. 
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Fischer, discussing radical phrenicotomy, 
says that the infiltrating, rapidly progressive, 
disintegrating forms of pulmonary tuber- 
culosis, which so often give bad results 
with thoracoplasty, are exactly the type of 
case which gives favorable results with 
phrenicotomy. Bacmeister, with an experi- 
ence of 38 cases, states that even those of 
the acute exudative type, which have resisted 
treatment, have been improved. Goetze 
states that phrenicotomy constitutes, with 
pneumothorax and thoracoplasty, a useful 
operative method of treatment for pul- 
monary tuberculosis, and resembles: pneu- 
mothorax in its freedom from danger. 

As an accesory to artificial pneumothorax 
treatment, Sauerbruch, Brunner, Zadek, 
Goetze, Sultau, Baer, Ziegler, and Schulte- 
Tigges are all greatly in favor of the com- 
bination of. phrenic evulsion with artificial 
pneumothorax. When adhesions are present 
between the base of the lung and the dia- 
phragm, and are interfering with the pneu- 
mothorax, and are responsible for definite 
symptoms such as cough, etc., considerable 
improvement and relief may result from 
paralyzing the dome. There is a general 
consensus of opinion that effusions are less 
frequent if the diaphragm has been para- 
lyzed, and that there is less rapid absorption 
of the gas, with the result that the intervals 
between the refills can be lengthened. 

Sauerbruch considers diaphragmatic para- 
lysis of special value in that it makes 
coughing easier; this leads to freer expec- 
toration and prevents stagnation of secre- 
tions. The beneficial effects are in turn 
seen in the reduction of pyrexia and the 
improvement in the general condition. 

As a preliminary to radical treatment of 
a tuberculous empyema, Sauerbruch and 
Brunner recommend that unilateral dia- 
phragmatic paralysis should be produced 
before doing a thoracoplasty. The object 
is to reduce as far as possible the size of 
the pleural cavity so as to lessen the exten- 
siveness of the subsequent operation. 

Pneumonia, when it subsides completely, 
leaves little, if any, trace; when resolution 
is imperfect fibrosis takes place and the 
volume of the lobe or lung shrinks. Fol- 
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lowing this, and as a natural consequence 
of it, bronchiectatic changes appear and 
progress. In from two to four years after 
the pneumonia the patient exhibits the com- 
plete picture of bronchietasis. If the lung 
is allowed to contract freely during the 
early “post-pneumonic fibrotic stage the 
bronchiectatic changes will not develop. 

The operation is done under local anal- 
gesia. Novocain 1 per cent is used with 
adrenalin hydrochloride; 12 cc. should be 
sufficient completely to anesthetize the field 
of operation. 

The nerve, easily reached, is divided at 
the highest exposed point, and the cut 
peripheral end is seized in a pair of forceps. 
Traction is now applied, and as each suc- 
cessive length of nerve appears a Spencer 
Wells forceps is applied to it. This is to 
retain a hold on the nerve should it rupture 
immediately below the upper forceps 
through which the traction force is exerted. 
When some 10 cm. of the nerve has been 
slowly drawn out from the wound, an 
extra pull will probably rupture the fila- 
ments from the diaphragm and the whole 
nerve comes away. At the moment when 
the break occurs the patient usually experi- 
ences a sudden jerk at the base of the chest. 
The operation is now concluded by stitching 
together the divided deep fascia, the super- 
ficial fascia, the platysma, and the skin. 

The trunk of one nerve so evulsed was 
30 cm. long, while the main branch was an 
additional 10 cm., making a total length of 
40 cm. Another similarly complete evulsion 
from a small woman gave a total length of 
24 cm. | 

WINNER and Wier (Bulletin of the 
City of Chicago Municipal Tuberculosis 
Sanitarium, March, 1926) on the basis of 
twenty-five thoracoplasties and one phrenec- 
tomy contribute a paper in which they 
warmly advocate under proper conditions 
thoracoplasty in the treatment of pulmonary 
tuberculosis. As to the indications, surgical 
compression is indicated for unilateral 
chronic lesions when artificial pneumo- 
thorax has failed to produce the collapse. 
In the fibroid unilateral case with cavita- 
tion, running an extremely chronic course, 
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pneumothorax cannot be practiced due to 
extensive adhesions. In such cases the 
most striking results are obtained by com- 
plete thoracoplasty. When basal lesions are 
present, thoracoplasty seems to be especially 
indicated; also in severe hemoptysis when 
artificial pneumothorax cannot be induced. 

In one case phrenicotomy was done as 
an aid to pneumothorax therapy. In this 
case artificial pneumothorax succeeded in 
collapsing the upper lobe, but the base could 
not be collapsed because of thick bands of 
adhesions. Within a few minutes after the 
operation the patient voluntarily stated that 
she could breathe deeper and much easier. 
The temperature dropped immediately and 
the x-ray showed a complete obliteration of 
the cavity by the diaphragm. 





Double Inguinal Hernia in Infancy. 


Morrison (Lancet, March 27, 1926) 


‘notes that by means of a one-and-a-half- 


inch transverse incision along the line of 
the crest of the pubis adequate access may 
be obtained to either external abdominal 
ring. The incision is deepened till the sur- 
face of the aponeurosis is reached. A 
small double hook retractor is placed in the 
angle of the wound, and with quite moder- 
ate traction the region of the abdominal 
ring is exposed. An oblique incision through 
soft parts parallel to Poupart’s ligament dis- 
closes the cord and its coverings. The op- 
eration can then be completed in the ordi- 
nary way. 

After dealing with one side the operator 
exposes and treats the other in exactly the 
same way. By this maneuver the time of 
the operation can be very materially re- 
duced. In cases in which it is desired 
merely to explore the opposite side this in- 
cision is particularly useful, and if no her- 
nia be found the additional time taken is 
never more than one or two minutes. Such 
a necessity may easily arise in infants in 
whom the presence of a hernia on the op- 
posite-side is easily overlooked. 

R. W. Murray, in his book, goes so far 
as to say that 41 per cent of young children 
with left inguinal hernia ultimately prove 
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to have a right inguinal hernia as well. 
These figures would suggest that all cases 
of left inguinal hernia should be operated 
on by this method, so that the right side 
could be easily, rapidly, and adequately ex- 
plored at the same time. 

The transverse suprapubic incision does 
not, as a rule, involve the use of any artery 
forceps, as neither superficial epigastric nor 
superficial external pubic arteries need be 
divided. By this means further time-sav- 
ing is effected. This method should not be 
adopted if there be any complication pres- 
ent, such as irreducibility of the hernia or 
maldescent of the testis. 


Diverticulitis. 


LocKHART-MuMMErRY (Lancet, Feb. 27, 
1926) has had under surgical treatment 41 
cases. In 32 of these some form of radical 
operation was performed aside from merely 
opening abscesses ; usually colostomy. 

Of eight cases treated by resection two 
died, both from lung complications. The 
others have remained well, and there is no 
doubt that this is the ideal method when 
possible, which, unfortunately, is not often 
the case. 

Of the nine cases treated by freeing 
adhesions, one died from sepsis. There is 
always danger in these cases, even in dis- 
turbing the adhesions. The others have 
remained well with occasional slight attacks 
of pain, but up to date with no serious 
complications. 

In one case a diverticulum in the trans- 
verse colon leaked and set up general 
peritonitis; the patient was a lady of 
seventy. He drained the pelvis and the 
perforation and performed a cecostomy. 
This patient recovered. Another case was 
that of an elderly gentleman, who had a 
perforation of a diverticulum of the 
ascending colon and general peritonitis. He 
was not operated upon till four days after 
the perforation, but recovered with free 
drainage and was quite well five years later. 

Diverticulitis is a condition which, if 
detected in its early stages and properly 
treated, may be so kept in check that 
surgical interference will not be necessary. 
or may be much delayed. In its fully 
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developed condition it is a very grave dis- 
ease, and surgical interference is indicated 
before the more serious complications have 
taken place. 

Operations for diverticulitis are both 
difficult and dangerous. Interference with 
the diseased bowel may easily set up general 
sepsis or result in a fecal fistula, and great 
care and judgment is necessary. Colostomy 
well away from the trouble is the safest 
procedure and should not be dangerous if 
the diseased bowel is not too thoroughly 
explored, or not explored at all. 

Resection with end-to-end anastomosis 
and temporary cecostomy is the ideal treat- 
ment, and the results obtained in recent 
years by this method have more than justi- 
fied the procedure. As an_ alternative, 
wrapping the diseased bowel in omentum 
after freeing adhesions will give good 
results. When serious complications, such 
as local abscess, perforation into the bladder, 
or general peritonitis, have already occurred 
colostomy is the only justifiable procedure. 





Operable Carcinoma of the Breast 
Treated by Radium and X-ray. 


WEBSTER and THIERENS (Lancet, Feb. 
27, 1926) do not suggest, in this paper, that 
radiation should be preferred to operation 
in operable cases of breast cancer. Radia- 
tion treatment is still too much in the 
experimental stage in its application to 
malignant disease, and its results are still 
too littlke known for this attitude to be 
adopted. At the same time radiation, 
which has sometimes led to the complete 
disappearance of inoperable growths and 
recurrences, should give good results in 
operable cases, and radiologists therefore 
ought to study and discuss the problems of 
the treatment of operable breast cancer, for 
they never know when an operable case 
may be referred to them for some special 
reason. 

Every patient considered in this paper 
either refused operation, or else age, 
chronic bronchitis, heart disease or gly- 
cosuria made operation inadvisable. The 
results suggest that such patients should be 
more freely offered the alternative of 
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radiation treatment than they are at present ; 
at least they should not be told that there 
is no alternative to operation. 

Webster and Thierens report fifteen 
cases. There has been two deaths, one due 
to an intercurrent disease and one to malig- 
nancy, over two years after treatment had 
been discontinued. One case has had an 
abdominal metastasis. Three are new cases, 
but in one of these there is now no sign of 
disease. One is having treatment for a 
radium dermatitis, the disease appearing 
arrested. The remaining eight have been 
in good general and local condition for 
some time. The periods of observation are 
too short for conclusions to be drawn as 
to technique or results. 

Comparing the radium with the deep 
x-ray cases, there is no notable difference in 
so far as results are concerned. The quan- 
tity of radium necessary for the thorough 
treatment of breast cases is so large that 
only a few cases can be thus treated at 
present. 





Sliding Hernia. 


MacGuire (International Journal of 
Medicine and Surgery, February, 1926) 
defines sliding hernia as a protrusion of the 
large intestine through a normal or abnormal 
opening in the abdomen or pelvis. On the 
right side the parts usually involved are the 
cecum, appendix, and the ascending colon; 
on the left side, the sigmoid and descending 
colon. 

There have been 800 cases of hernia of 
the large intestine collected from literature. 
Of these, 765 were inguinal and femoral, 20 
were other varieties ; in 15 the location was 
not stated. This condition is most common 
in infants under two years of age, and next 
in subjects from forty-one to sixty. 

Cecal hernia is one of the most fre- 
quent varieties, and the anatomy of the 
perisaccular and extra-saccular types has 
been a subject of considerable controversy 
between anatomists and surgeons. The 
anatomists are agreed that it is always 
possible to identify the two fused layers of 
peritoneum within the abdomen, and that 
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these layers always persist in the extra- 
saccular or sacless variety. On the other 
hand, many surgeons have reported cases 
of unquestionable sacless hernia. © The 
so-called extraperitoneal or retroperitoneal 
position of the ascending colon, resulting 
from the fusion of the primitive mesocolon 
with the parietal peritoneum, has caused 
most of this confusion. 

The terms extra-peritoneal and retroperi- 
toneal should be reserved for those viscera 
that lie in contact with peritoneum, but are 
at no time surrounded by it (kidneys, 
ureters, bladder, etc.), and that the terms 
retroserous and extra-serous should be 
applied to those viscera which have been 
from a practical standpoint intraperitoneal, 
but have lost their serous layer on one or 
more aspects, as a result of fusion (ascend- 
ing and descending colon, pancreas, duo- 
denum, etc.). 

Recurrence after operation is common 
because of the large hernial opening, the 
massive size and frequent irreducibility of 
the hernia, and the tendency of the colon to 
slip down again. Some of the recurrences 
after ordinary hernia operations are due to 
a sliding hernia that was not recognized at 
the first operation. The ordinary procedure 
for oblique inguinal hernia is insufficient. 
The hernial openings must be closed by one 
of the methods devised for very large 
openings, and recurrence is lowest when the 
colon is anchored by colpexy. The opera- 
tion devised by Sadariaud is comparatively 
simple and can be carried out more quickly 
than some of the other procedures. After 
opening the hernial sac and identifying the 
contents, the intestines, sac and vessels are 
detached en masse and the edges of the sac 
brought over the raw area and stitched 
together with a running suture. The closed 
sac is pressed back and invaginated into the 
abdominal cavity like a finger of a glove. 
Alexis. V. Moschcowitz has described an 
operation which consists in opening the 
abdomen, suturing the replaced intestine so 
as to anchor it to the posterior parietal 
peritoneum and, after this incision is closed, 
operating upon the hernia by one of the 
radical methods. 

















Case of Autotransfusion. 


MacCormack (New Zealand Medical 
Journal, February, 1926) reports the case 
of a ruptured ectopic gestation entering the 
hospital pale, unconscious, and pulseless, 
with infrequent sighing respirations. The 
abdomen was rapidly opened and the dark- 
colored blood was caught in sterile basins. 
Time being an object, the quantity of 
citrate was roughly guessed at, and the 
whole was strained through several layers 
of gauze. Eighteen ounces of> citrated 
blood free from clot were thus procured 
and at once injected into the left basilic 
vein, from which, when opened, not a drop 
of blood escaped. The pulse became palpa- 
ble almost immediately. The lobe of the ear 
showed pink, and the patient left the op- 
erating theatre in good condition. In the 
meantime, the husband’s blood having been 
found compatible, the patient was given a 
further transfusion of 500 cc. 
cence was prompt and complete. 


Convales- 


Treatment of Placenta Previa. 


KELLOGG (American Journal of Obstetrics 
and Gynecology, February, 1926), basing 
his conclusions upon 303 consecutive cases 
at the Boston Lying-in Hospital, concludes 
that all central and partial previas are best 
treated by low abdominal Cesarean section, 
whether the baby be viable or non-viable, 
living or dead. Marginal placenta previa 
is best treated by Voorhees’ bag induction. 
Moribund or very sick patients with 
placenta previa should be rested,. bleeding 
controlled by necessary methods, including 
tight cervical and vaginal pack and pressure 
over and above the fundus; transfused, 
operated as above on pulse and pulse pres- 
sure reaction, and retransfused. It should 
be the effort to ascertain as nearly as 
possible how much blood has been lost and 
to replace that amount as nearly as possible. 
Direct transfusion is !probably better than 
citrated blood if time, apparatus, and knowl- 
edge of technique permit. If there is any 
question of these things, the simple citrate 
transfusion should be used immediately, 
since unquestionably a quick, well-done 
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citrate transfusion is superior to a botched 
direct transfusion. 

Hysterectomy. following section should 
be frequently practiced, each case to be 
considered by itself on the following 
grounds: risk of sepsis from previous his- 
tory, persistent bleeding following the 
section, and number of dependent children 
at home. If a woman has several, as is 
usually the case, and hysterectomy seems 
to improve her chances, it should unhesitat- 
ingly be done. 


The Nature of Chronic Appendicitis. 
HERTZLER (American Journal of Obstet- 


rics and Gynecology, February, 1926) in an 
excellent paper on this subject states that he 
has records of some 2000 patients who had 
pain and tenderness in the region of the 
appendix and who did or did not have the 
appendix removed. 

There were. cases in which the removal 
of the appendix was followed by the relief 
of the pains formerly complained of. Cases 
in which the pains persisted or returned, 
after an interval of freedom, following the 
removal of the appendix. Cases in which 
the error in diagnosis became obvious later 
on. Cases in which the groin pains were 
relieved without molesting the appendix. 

Symptoms relieved by the removal of the 
appendix must have been due to the 
appendix is a generally accepted belief. 
This is the one point on which the whole 
fabric of chronic appendicitis rests. It is a 
general experience that almost any sort of 
an operation will relieve almost anything 
for atime. The various operations done for 
epilepsy is a case in point. 

In considering the results after the 
removal of the appendix, several other 
factors must be taken into account. Follow- 
up history by letter is of but little use 
because patients are prone to assume that 
symptoms they suffer from after the 
removal of the appendix must be due to 
some other cause. A careful history should 
be obtained from the patient as to the 
symptoms complained of before the opera- 
tion was done, and these compared with the 
symptoms still complained of: It is common 
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to find patients declaring that their appen- 
diceal symptoms were relieved by the 
operation, but now they suffer from 
adhesions or from some other cause. One 
should also seek other changes in conditions 
since the operation. They may not have 
been relieved at once, but not till after 
bearing a child, or passing a kidney stone, or 
having a pelvic repair, did the appendiceal 
symptoms disappear. 

The relation to associated events must be 
moted. Groin pains in lovers of either sex 
are relieved by appendectomy if followed 
soon by marriage or the administration of 
bromides. It is necessary to consider care- 
fully the type of patient with which one is 
dealing. They are usually ptotic, neurotic, 
and subject to suggestion. Otherwise they 
would not have chronic appendicitis. Mere 
alleged relief of symptoms in such cases is 
secured in many instances by the chiroprac- 
tics. This fact alone should make us pause. 

Commonly, particularly in dysmenorrheic 
young women, these symptoms, if relieved 
at first by operation, later return. These 
patients observe that the operation did them 
no good. If not followed for a sufficient 
length of time, such patients may remain on 
our records as cured. Unfortunately this 
type of patient is apt to consult some one 
else because he feels the first one consulted 
failed in his efforts. 

In some cases the same symptoms do not 
return, but others develop which, together 
with the normal appendix in hand, is 
evidence sufficient to prove the error of the 
first diagnosis. A common example of this 
sort is found jn kidney stones and gall- 
stones. 

Relief of the “chronic appendicitis” 
symptoms without molesting the appendix 
at all is the most impressive means of 
determining the value of the symptoms of 
a chronically inflamed appendix. If one 


will follow the dictum that any chronic or 
persistently recurring pain in the right groin 
is not appendicitis and begin a careful 
clinical investigation, a removable cause will 
usually be found. 

Fibrotic changes in the appendix, no 
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matter of what degree, are not attended by 
clinical symptoms. The anatomic structure 
of appendices commonly removed under the 
diagnosis of chronic appendicitis show no 
variation from the appendices of individuals 
suffering from no abdominal complaint 
whatsoever. 

The minimal changes alleged to be present 
in cases of so-called chronic appendicitis 
are wholly inadequate to explain the symp- 
toms ascribed to them, considered in the 
light of like changes in other organs of the 
body. 

Mere alleged relief of symptoms after the 
removal of the appendix is not sufficient to 
prove that the appendix was the cause of 
the symptoms. 

The vast majority of patients operated 
on do not even claim relief of their symp- 
toms. The symptoms alleged to be due to 
chronic appendicitis can be relieved by 
searching out the actual cause and by 
removing it. 





Prognosis in Burns and Scalds. 

Pack (American Journal of Surgery, 
March, 1926) notes that scalds are more 
serious, area for area and depth for depth, 
than thermal traumas due to dry heat. 
Scalds are responsible for the worst sloughs. 
Extensive powder burns are said to be pecu- 
liarly dangerous. Gasoline burns are the 
most painful. Exclusive of Roentgen-ray 
and radium burns, electrical burns are the 
slowest to heal. 

The younger the patient, the more serious 
are the symptoms and the higher is the 
mortality, for children withstand. burns 
poorly. The vigorous and healthy indi- 
vidual ordinarily has the best chance of 
recovering, for although he is most liable to 
excessive inflammatory changes because of 
his physical make-up, he is best equipped to 
combat and subdue that inflammation. 

The depth of a burn is not relatively so 
important as the extent of surface involve- 
ment. Assuming equivalent total areas and 
degrees, multiple and scattered burns have 
graver prognostic importance than a single 























continuous burn, because the former, 
although ultimately healing quicker, are less 
conducive to rest and interfere with the ease 
of dressing. Smart states that a burn 
involving 350 square inches of body surface 
may be fatal.. Of the 298 Japanese soldiers 
killed or injured at \the battle of Yalu, a 
larger number had received burns covering 
an area more than one-third of the body; 
only two out of fifty-seven of this class 
recovered. 

The following series of estimates are 
arbitrarily given: All burns of the first 
degree are fatal if two-thirds of the body 
surface is involved. All burns of the second 
degree are fatal if one-half of the body 
surface is involved. All burns covering one- 
third of the body surface are extremely 
serious if not imminently fatal. All burns 
involving one-tenth of the body surface 
should be considered serious. Burns of the 
fourth and fifth degrees are attended with 
severest toxemias, because of the amount of 
tissue destruction. 

Burns of the scalp are peculiarly suscepti- 
ble to erysipelatous inflammation, but are 
not so often followed by cerebral mischief 
as one would think. When the burn is 
limited to the extremities, or to the back, 
where the thick dorsal muscles serve as 
effectual protection to the subjacent viscera, 
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the outcome is encouraging. Burns of the 
abdomen, with the dangerous visceral prox- 
imity, have the highest mortality. Burns of 
the genitalia, the anterior thoracic surface, 
and the face (over the area of trigeminal 
distribution) cause symptoms and dangers 
far ott of proportion to their area allot- 
ment. Mucous membrane involvement, 
especially of the pharynx and larynx, adds 
to the gravity of the case. Burns of the 
flexor surfaces are more serious than on 
the extensor surfaces. 

The first week after the accident is the 
most fatal time period in burns. The ap- 
pearance of pathological cleavage products 
of body proteins (albumoses, etc.) in the 
urine is of grave prognostic import. Con- 
vulsions are practically always fatal. Re- 
curring or persistent vomiting is an ominous 
sign. 

Repeated estimates of the relative con- 
centration of the blood (as measured by 
hemoglobin values) give excellent and 
utilizable criteria for prognostic evalua-- 
tions. The extent of concentration of the 
blood compatible with life depends in large 
measure on the interval during which con- 
centrated blood is maintained. An increase 
of 40 per cent of the normal value main- 
tained for an extended period is incompati- 
ble with life. 





Reviews 


AMERICAN MEDICAL AND SANITARY RELIEF IN 
THE RussIAN FAMINE oF 1921-23. By Henry 
Beeuwkes, M.D. The American Relief Ad- 
ministration, New York, 1926. 

This is perhaps the most remarkable pub- 
lication that has ever come to the THERA- 
PEUTIC GazettE. It is remarkable from 
many points of view. The text covers 128 
large pages and there are a great many 
illustrations, varying from maps showing 
the areas covered by the Relief Adminis- 
tration to pictures of buildings and sanitary 
measures. There are a large-number of 
other illustrations of such a nature that one 
almost wishes that he had not seen them, 


since they show piles of Russian dead due 
to famine and disease, and actual cannibal- 
ism; thus in a group of six cannibals, one 
individual actually had a piece of human 
flesh under her arm at the time the picture 
was taken, and on the same page there is a 
mass of dead human bodies unidentified and 
thrown together as only logs would be 
thrown together by a freshet. In still other 
pictures there are piles of dead, which 
accumulated so rapidly that they could not 
be buried; and in still another there is a 
pile of dead children, collected in one day 
from a small children’s home. 
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Although the needs and the work of this 
organization were constantly brought before 
the American public in an endeavor to 
increase the funds which would be used for 
the relief of the conditions which resulted 
in the manner that we have described, we 
doubt whether more than a few people in 
this country had any conception of the 
terrible conditions which to some extent 
were relieved. Drugs were impossible to 
obtain as well as food. For example, a 
single bottle of quinine was worth three 
months pay of the average laborer. 

The pictures which illustrate the condi- 
tion of many of these wretched people, who 
were lying in what were called hospitals, 
and the condition of the same wards and 
individuals after the American medical 
supplies arrived competently show the 
wonderful philanthropic work which was 
accomplished. It is important to remember 
too that the efforts of the noble medical 
men who actually carried out the relief work 
described not only saved the lives of innu- 
merable Russians, but was effective in 
preventing the spread of epidemics outside 
of Russia into eastern and central Europe. 
Thus cholera among the Russian people had 
increased over more than twenty times 
between 1919 and 1921; typhus fever had 
leaped from 130,000 cases in 1919 to 
3,000,000 in 1920, and in 1921 threatened to 
jump further ahead; relapsing fever, nor- 
mally not exceeding 30,000 ‘cases annually, 
reached over 2,000,000, and there was a 
corresponding increase in malaria, tubercu- 
losis, hunger edema, and other deficiency 
diseases. Nearly seven million inoculations 
were given to those who were in danger of 
cholera, typhoid, and paratyphoid, and all 
this work done by thirty-one American 
medical men coming from twenty-one States 
of the Union, from California and Texas 
to New York and Pennsylvania. 

The author of the report gives all his 
medical colleagues just and adequate praise 
for the wonderful work that they did. He 
tells us that the report which we have under 
review, that is, containing photographs of 
disease and famine manifestations, is fur- 
nished only to the medical profession and 
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the Press, it having not been considered 
proper to put this complete report into 
general circulation. 

This report emphasizes two points: A 
celebrated American general having said 
that “war was hell,” this report illustrates 
that the subsequent results of war produce 
the lowest depths of hell, and, almost with- 
out exception, the sufferers are entirely 
innocent of the causes of the war. It is 
appalling that such conditions could have 
existed anywhere in the so-called civilized 
world. 


Tre MepicAL Report oF THE Hamitton Rice 
SEVENTH EXPEDITION TO THE AMaAzoNn, In Con- 
junction with the Department of Tropical 
Medicine of Harvard University. Harvard 
University Press, 1926. 

This volume consists of the contributions 
from the Harvard Institute for Tropical 
Biology and Medicine, No. 4. The mem- 
bers of the medical expedition were Drs. 
Richard P. Strong, Joseph C. Dequaret, 
and George C. Shattuck, and Mr. Ralph E. 
Wheeler. 

It is a very remarkable report from many 
points of view and was made possible, we 
understand, almost entirely through the 
generosity of Dr. and Mrs. A. Hamilton 
Rice, who utilized their wealth in an 
admirable manner, affording an excellent 
example to other people possessing means 
of how they can enjoy themselves on a 
private yacht and at the same time advance 
medical knowledge, clear up unknown fields 
in medicine as well as in geography, and 
ultimately save human life. The text covers 
more than 300 pages, many of which contain 
illustrations, interspersed with a goodly 
number of admirable colored plates. Not 
only does the report evidence an immense 
amount of original investigation, but the 
authors have gone one step further, and in 
preparing their chapters have carefully 
gone over contemporaneous medical litera- 
ture so that on many pages we find their 
observations balanced with the observations 
of others, with copious bibliographical 
references ; in other words, the report is not 
only made up of the observations of men 
skilled in biology and natural history, but 














may be considered as a splendid bringing 
up to date of our knowledge of the litera- 
ture of these subjects. 

The report is not only one of in- 
terest to medical men, but to biologists, 
bacteriologists, epidemiologists, and indeed 
every one who is interested in natural 
history. Sanitarians also owe a debt to 
the benefactors and to the workers whose 
names we have mentioned for the pre- 
sentation of this remarkable contribution 
to learning. From the medical point of 
view, Dr. Strong, who is naturally the 
leader, has added once more to his reputa- 
tion as an extraordinary student of tropical 
medicine. The light which is thrown in 
this volume upon the many ways in which 
various diseases are transmitted makes it a 
classical contribution, and, instead of its 
value diminishing with the passage of time, 
we think it is not an exaggeration to say that 
it is a permanent mile-stone which will 
always be referred to. The information 
that it contains covers so wide a field that it 
is remarkable that such a report could have 
been completed in a relatively short space 
of time. If the text represented only the 
life-work of all four individuals it would be 
a notable manifestation of industry and 
achievement. 


Cuinigue MEpIcALE pe L’H6pirat BeAuyon. Ch. 
Achard. Deuxiéme Série Masson et Cie. Paris. 
24 f. 

Professor Achard’s second volume is a 
fit companion piece to the first, which was 
favorably reviewed in this journal about two 
years ago. The present one ranges over a 
wide field, testifying to the author’s broad 
medical horizon. Morvan’s disease, which 
Achard believes is closely related to if not 
identical with syringomyelia, and syringo- 
myelia make up the first three lectures. The 
three following are-on gout and do full 
justice to the modern researches on this 
subject, without neglecting the fascinating 
history of the disease. Diabetic gangrene, 
for which Achard prefers.the term “gan- 
grene in diabetes,” there being in his 
Opinion no true diabetic gangrene, is dis- 
Cussed in its various phases. Very ex- 
haustive are the lectures on diabetic coma, 
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the symptoms, pathology and treatment of 
which are fully covered. The soft eyeball 
described by the reviewer as occurring in 
some cases of diabetic coma has been over- 
looked. ‘In a chapter on the Alcoholic Dan- 
ger in’France Achard strongly condemns 
the growing debauchery of the working 
classes of his country. While not favoring 
total prohibition, he advocates temperance 
propaganda through education in the schools. 
It seems to him that prohibition has not 
given entirely satisfactory results in the 
United States — it has led to extensive 
frauds and has not made for a higher level 
of morality in public life. In other chapters 
the author considers cirrhosis of the liver, 
bichloride of mercury poisoning, lead neph- 
ritis, and uremia. 

Like most French authors Achard writes 
clearly and logically, but unlike many of his 
compatriots he does not neglect to do jus- 
tice to the foreign literature. D. R. 


La RapioLocie pu MépECIN PRATICIEN. Radio- 
diagnostic des Maladies de L’Appareil ‘Digestif 
par R. Ledoux-Lebard; 1 volume de 288 pages 
avec 101 figures et 12 planches radiographiques 
hors texte. (Masson et Cie: Editeurs.) Col- 
lection Médecine et Chirurgie pratiques. 30 fr. 


This is a very practical book, interesting 
alike to the radiologist, the clinician, and 
the surgeon. Full justice is done, indeed 
more than usual praise is given, to American 
roentgenologists. The work is thoroughly 
up to date; it contains an account of the 
Graham dye-test, and of American re- 
searches on pneumoperitoneum, which lat- 
ter however the author does not view with 
favor. D. R. 


HAY-FEVER AND AstHMA. A Practical Handbook 
for Hay-fever and Asthmatic Patients. By 
Ray M. Balyeat, A.M., M.D. Illustrated. The 
F. A. Davis Company, Philadelphia, 1926. 
Price $2. 

The author dedicates this little volume 
of less than 200 pages to asthmatic and hay- 
fever sufferers, toward the solution of 
whose problems he has devoted the last six 
years of his work, with special reference to 
the asthmatic and hay-fever problems as 
they arise in Oklahoma, where he lives. He 
thinks that the cause of hay-fever in about 
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50 to 60 per cent of asthmatics is due to 
pollen from wind-borne pollinated plants, 
and as the result of this opinion he has felt 
it necessary to discuss in detail the flora 
of the United States with reference to these 
two maladies, at the same time recognizing 
that there are other causes of hay-fever 
besides pollen and many other causes of 
asthma. He, therefore, attempts not only 
to discuss pollinosis in its various forms, 
but to cover a wider field. 

It should be understood that this text is, 
according to the title-page, intended as a 
handbook for hay-fever and asthmatic pa- 
tients. It is most difficult for a medical 
man to prepare text which is suitable for a 
lay reader. Because of their ignorance of 
medical matters such readers are often un- 
able to grasp the meaning of the author, 
and, as a result, get erroneous ideas not only 
concerning his meaning but of the problems 
which are involved. 

The text is divided into sixteen chapters ; 
the first dealing with the history of asthma 
and hay-fever, then with a general discussion 
of the causes, followed by chapters upon the 
relation of plants and animals and fowls to 
these conditions; chapter five dealing with 
the symptoms. The succeeding chapters 
deal with methods of determining the causes ; 
the anatomy and physiology of the nose and 
bronchial tubes; with resorts commonly 
visited by these sufferers, and with measures 
which may be taken for the prevention or 
actual treatment. The last three chapters 
deal with case reports which the author 
believes illustrate well the views which he 
holds. He claims that in the hands of phy- 
sicians who are treating asthmatic and hay- 
fever cases as a specialty, treatment is very 
satisfactory. He goes so far as to state 
that 70 to 80 per cent of perennial fever, 
which comprises about 5 per cent of all the 
hay-fever patients, can hope for complete 
or practical relief. The statement is further 
made that the treatment of asthma is very 
satisfactory if the cause is found, which 
after all is an obvious proposition. His 
experience leads him to believe that for 
the temporary relief of asthmatic attacks 
adrenalin is without question the one drug 








THE THERAPEUTIC GAZETTE 


superior to all others, and he believes that 
every patient should be taught how to use 
adrenalin, advising as a dose 3 to 4 minims 
if it is employed at the very beginning of 
an attack. If not, much larger doses are 
required. The author does not think that 
such injections of adrenalin will do per- 
manent damage if taken frequently, but 
very properly states that the object of the 
physician should not be alone the use of 
symptomatic remedies, but the investigation 
of the cause of the attacks. 

Adequate attention is paid to the activity 
of infected tonsils or sinuses in inducing 
asthmatic attacks. 

We think that physicians reading this book 
will get from it many useful points, but we 
doubt, for reasons already given, whether it 
would be wise to place it in the hands of 
patients. 


ProGRESSIVE MeEpicinE. A Quarterly Digest of 
Advances, Discoveries and Improvements in the 
Medical and Surgical Sciences. Edited by 
H. A. Hare, M.D., and L. F. Appleman, M.D. 
Volume II, June, 1926. Lea & Febiger, Phila- 
delphia, 1926. 

As in previous years this issue of Pro- 
gressive Medicine deals with the medical lit- 
erature of the last twelve months upon the 
subjects of Hernia, a contribution made by 
Dr. William B. Coley, of New York; Sur- 
gery of the Abdomen, an article provided 
by Dr. Abraham O. Wilensky, of New 
York ; Gynecology is written by Dr. John G. 
Clark, of Philadelphia ; and other articles on 
Disorders of Nutrition and of the Blood by 
Dr. Elmer H. Funk, of Philadelphia; the 
closing contribution being by Dr. Joseph W. 
Charles, of St. Louis. The articles, when- 
ever necessary, are freely illustrated. They 
reflect not only the opinions of the writers 
of these summarizations of medical knowl- 
edge, but deal in detail with the contribu- 
tions of leading members of the profession 
in surgery and medicine; thus in Dr. Wi- 
lensky’s article there are no less than 788 
references to conttibutions made to his de- 
partment of. surgical practice, his article 
covering with these references nearly 130 
pages.» Dr. Clark’s article, as in previous 
years, is a competent and complete sum- 














mary of the advances made in gynecology, 
and the article by Dr. Funk is a clear de- 
scription of the problems which have been 
brought forward or settled in connection 
with the disorders of metabolism from June, 
1925, to June, 1926. 4 

Altogether there are 400 pages of text in 
this issue, and he who reads these articles 
may feel assured that he has kept himself 
thoroughly abreast with all the advances 
that have been made. 


RoENTGEN INTERPRETATION. A Manual for Stu- 
dents and Practitioners. By George W. Holmes, 
M.D., and Howard E. Ruggles, M.D. Third 
edition, revised; illustrated. Lea & Febiger, 
Philadelphia, 1926. Price $5. 

Those who are in possession of earlier 
editions of this book will recall that its pur- 
pose is to present a brief survey of the 
field of Roentgen-ray diagnosis. The au- 
thors admit that they can do little more 
than cover the essentials of the subject, 
and that more detailed text-books, mono- 
graphs, and current literature must be re- 
lied upon for further data. For this reason 
they have provided references so that the 
reader can turn to them if he so desires. 
Although the book contains only a little 
more than 300 pages of text, it has 226 
illustrations, some of which have been 
chosen as typical lesions; whereas others 
present only momentary phases of con- 
stantly changing and extremely varying pro- 
cesses. For this reason the authors think 
the beginner should not attempt to make his 
diagnosis by a comparison of his own films 
with those reproduced in the text. We can 
readily understand that this is wise advice. 
The skill of the roentgenologist does not 
consist alone in taking a roentgenogram, 
but in being able to interpret correctly what 
its shadows mean, and those who have seen 
many such films or developed pictures know 
full well that in many instances only the 
person who has taken the picture is com- 
petent to make the best deductions there- 
from. 

So far as Roentgen-ray examinations of 
the thorax and abdominal contents are con- 
cerned, it is to be recalled that the examiner 

should have very clear ideas as to the 
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anatomy of those parts, as to the changes 
which take place under the influence of 
disease, both as to the configuration of these 
organs and their movements. 

We think that the authors are too modest 
in their statements as to the scope of their 
text, at least so far as the general practi- 
tioner is concerned. Brief, concise state- 
ments are made which will prove invalu- 
able to the average physician and surgeon 
in interpreting x-ray films, the more so as 
with great constancy the text gives valuable 
clinical information, as, for example, under 
Malignant Bone Tumors, the statement is 
made: “Sarcoma of bone is generally a 
rapidly growing tumor with metastasis early 
through the blood stream, with pulmonary 
metastasis as a common finding.” They 
further state that “these tumors appear as 
Single lesions in the shaft of long bones, gen- 
erally in individuals under thirty. They do 
not cross cartilage or invade joints. They 
do destroy the cortex of the involved bone, 
early involving the surrounding soft tissues, 
producing a soft tissue tumor, which is 
visible on the film.” The authors then pro- 
ceed to describe the four main types of bone 
sarcoma, with information as to what roent- 
genology can do in differentiating one from 
the other. 

We quote these sentences to illustrate the 
point just mentioned, that. the general 
reader will find a great deal of valuable 
information in this text even if he has 
no intention of practicing roentgenology, 
but has an opportunity from time to time 
of examining plates. 


PATHOLOGIE DU CERVEAU ET DU CERVELET. 1 vol- 
ume grand in-8 de 1016 pages avec 261 figures, 
40 planches en noir et 5 planches en couleurs. 
Masson et Cie. Editeurs, Paris. Relié .. . 80 fr. 

Fascicule XIX du Nouveau Traité de Méd- 

ecine publié sous la direction de MM. G.-H. 

Roger, Fernand Widal, P.-J. Teissier. 

This latest product of the French neuro- 
logic school is a splendid comprehensive 
work on Diseases of the Brain by the best 
of the younger group of French neurologists. 
It is not a student’s text-book, but as a work 
of reference for the specialist and general 
practitioner it is admirable. 
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The experiences of the Great War in so 
far as they have helped to advance cerebral 
localization are fully incorporated, particu- 
larly certain newer syndromes, as, for ex- 
ample, the syndrome sensitif cortical. 

With respect to hemianesthesia, the old 
idea of Charcot, Raymond, Grassett, and 
Ballett, that it resulted from a lesion of the 
sensory crossway in the posterior part of the 
internal capsule, is entirely thrown over- 
board and is replaced by the view of M. 
and Mme. Dejevne and others, that the 
thalamus is the ganglionar relay station of 
the sensory fibers passing from the medulla 
and mesencephalon to the cortex. 

The authors of this section, Roussy and 
Cornil, are of the opinion that hemianes- 
thesia is rare, but this does not comport with 
the reviewer’s experience, who has found it 
quite common both in the hemiplegia of the 
aged and the sclerotic and in that seen in 
younger persons, the subject of mitral 
stenosis. 

In the section on paralysis agitans, the 
differential diagnosis of this disease and 
the Parkinsonian syndrome of lethargic en- 
cephalitis is well brought out. 

The section on idiocy and imbecility, 
while brief, is adequate, the text being 
greatly helped by a series of excellent type 
illustrations. Throughout the book the 
illustrations are good and abundant. In 
numerous instances they are reproductions 
of moving picture films showing character- 
istic movements and postures. 

Unfortunately, like most French medical 
texts, the book is without an index—at the 
end it has merely a table of contents. 
While that does not detract from the essen- 
tial value of the work, it makes quick con- 
sultation somewhat difficult. D. R. 


A Text-Book oF Urotocy. By Oswald Swinney 
Lowsley, A.B., M.D., F.A.C.S., and Thomas 
Joseph Kirwin, Ph.C., B.S., M.A., M.D. _ Illus- 
trated. Lea & Febiger. Philadelphia and New 


York, 1926. Price $10.00. 


The authors, in their preface, allude to 
eighteen years of intensive study, unusual 
opportunities of observing the methods of 
masters in this and in other countries, and 
a constant review, of the best literature on 
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the subject, from which they find their most 
difficult task that of condensation. 

Having in view the presentation of their 
subject-matter in a single volume they have 
curtailed history, bibliography, and general 
diagnostic procedures, and thereafter have 
taken up Parts and Organs in an anatomical 
sequence from without inward. 

It is worthy of note that the authors hold 
that no practitioner should attempt to 
become a specializing urologist without 
obtaining first a thorough knowledge of 
general surgery and internal medicine. It 
is held that: urological diagnosis’ now rests 
almost entirely upon the findings of the 
microscope, the cystoscope, and the Roent- 
gen ray. Cabot is quoted to the effect that 
the future urologist must devote time and 
study to social questions. 

It is pointed out that a considerable 
urological knowledge obtained in India at 
least a thousand years before Christ. The 
contributions of Hippocrates, of Celsus, of 
Rufus, of Ephesus, of Ambrose Paré and 
others are briefly cited. 

Part II is devoted to diganostic pro- 
cedures in urology, these inaugurated by 
a chapter on history taking and examination, 
an excellent one throughout, and admirably 
summarized. Thereafter follow chapters 
on cystoscopy and roentgenological diag- 
nosis. 

Part III is devoted to diseases of the 
genito-urinary organs, each being taken up 
in turn from the standpoint of embryology, 
development, anatomical structure, anoma- 
lies, injuries, and diseases. Thereafter 
comes a well illustrated section on operative 
surgery of the part. 

Bearing on treatment of acute gonorrheal 
epididymitis the authors are opposed to 
extensive incisions, holding that puncture, 
and the withdrawal by syringe of as much 
blood and serum as possible, will relieve 
tension and its ultimate evil effects. As to 
palliative methods it is held that the ice-bag 
and diathermy _will answer better than 
medicinal applications. 

A short chapter is devoted to Cowper’s 
Glands. The affections and their treatment 
of the female urethra are briefly considered. 





Ip 








To the prostate is given a study which its 
importance warrants. Consideration of the 
bladder, ureters and kidneys follows. 

The authors have, presented their subject- 
matter in less than 680 pages, large type, 
abundantly illustrated, systematically ar- 
ranged, and well covering the whole subject. 
Though disclaiming an effort at complete 
bibliography there is appended a list of 
references which will prove eminently 
satisfactory to one wishing to look further 
into literature bearing on a given subject. 
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The authors are conservative in their 
attitude, nor have they advocated methods 
of treatment which have not stood the test 
of practical application. 

This is essentially a book which the prac- 
titioner will find serviceable in his daily 
work and the teachings of which he may 
safely follow. It has been given by its 
authors a scholarly touch in that there is a 
discussion of methods advocated by others 
and a final choice of the one which is 
regarded as best. 





Notes and Queries 


The Treasury Department and the Prac- 
tice of Medicine. 


In an editorial on this subject, the Jour- 
nal-Lancet of June 15, 1926, states that, 
based upon an effort to strengthen the 
Harrison Narcotic Act, a bill has been in-, 
troduced into the Senate, and introduced 
into Congress on April 24, 1926 (Senate 
Bill S 4085), at the instance of the Treasury 
Department. The purpose of this bill, says 
Assistant Secretary of the Treasury An- 
drews, is “to clear up certain points which 
have been raised in certain courts to the dis- 
advantage of the government.” As a mat- 
ter of fact, this bill is introduced to disturb 
and muddy the efforts of the States and the 
physicians of the States in carrying out the 
original idea of the Harrison Act. There 
is no clearing up about it at all. It simply 
increases the work and distributes the re- 
sponsibility, not to the government or its 


agents, but for the physicians, pharmacists, | 


veterinary surgeons, and others who are per- 
mitted to dispense or prescribe drugs con- 
taining narcotics. 

It would seem that some of the points in 
the law were simple and easily carried out. 
The first point requires collectors of inter- 
nal revenue to refuse registration to physi- 
cians whom they believe narcotic addicts. 
That is all very well so far as it goes; but 





is it the government’s business to do that or 
is it the State’s business? Who is best fitted 
to decide who may prescribe, administer, or 
dispense narcotic drugs? The U. S. Su- 
preme Court states the case thus: 

“The declared object of the Narcotic Law 
is to provide revenue, and this court has 
held that whatever additional moral end it 
may have in view must ‘be reached only 
through a revenue measure and within the 
limits of a revenue measure.’ Congress can- 
not, under the pretext of executing dele- 
gated power, pass laws for the accomplish- 
ment of objects not entrusted to the Federal 
government Obviously, direct con- 
trol of medical practice in the States is be- 
yond the power of the Federal government. 
Incidental regulation of such practice by 
Congress through a taxing act- cannot ex- 
tend to matters plainly inappropriate and 
unnecessary to reasonable enforcement of . 
revenue measure.—Linder v. United States, 
268 U. S. 5, decided April 13, 1925.” 

This paragraph seems to decide very 
clearly that the States are able to take care 
of their own matters much better than the 
Federal government, even though the col- 
lectors believe that some physicians are nar- 
cotic addicts. However, it is fair to assume 
that physicians who are discovered to be 
addicts should not be permitted to prescribe 
narcotic drugs. The second point requires 
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pharmacists to determine whether physi- 
cians’ prescriptions were or were not issued 
in the course of professional practice and 
to refuse to fill such as the pharmacist may 
reasonably suspect of having been improp- 
erly issued. The clause in the new bill is 
wholly out of line with the practice of med- 
icine and should have absolutely no bearing 
and should be protested to the uttermost, 
and. it is not really a subject for discussion 
except in condemnation. The third point 
compels physicians to keep records of every 
dose of narcotics dispensed by them except 
such as may be dispensed in emergency 
cases. Part of this law has been in force 
for some time, and it is a tremendous 
nuisance; but eveidently doctors are trying 
to live up to it, although it increases their 
sbookkeeping and involves a good deal of 
additional work in keeping records. And if 
a man forgets one time whether he has left 
a narcotic drug with a patient, he is liable 
to censure, fine, or imprisonment by the 
State internal revenue collectors. The fourth 
point forbids the ambulatory treatment of 
narcotic addicts, which, in the judgment of 
the writer of this editorial, is a wise thing 
to do, as all ambulatory cases, in adults, 
who are known as addicts should be put in 
a hospital, kept under lock and key super- 
vision, and have their drugs taken away 
from them—not as difficult.a matter as one 
might think; and they should be kept under 
direct supervision long enough so there may 
be a prospect of a cure. Incidentally, there 
are very few real addicts who are cured of 
anything. The fifth point requires physi- 
cians to keep records of all purchases of 
so-called exempt narcotic preparations. That, 
of course, is not a difficult matter because 
the average physician keeps his bills and 
can refer to them at any time. The sixth 
point calls for denying registration for a 
period of from one to two years to any 
physician convicted of any violation of the 
Harrison Narcotic Act. There is no objec- 
tion to that at all; if a man is going to gain 
his livelihood by dispensing narcotics he can 
get along without practicing medicine. 


South Dakota has started the ball rolling, 
as will be noted in the issue of June 1, in 
a letter from Dr. C. F. Morsman, of the 
Hot Springs Clinic, Hot Springs, S. D. 7 
They heartily indorse what has been said ~ 
before, and it is time that something.was ~ 
done really to effect a cure for the Harrison 4 
Act. The attempt to regulate the distribu- 
tion of drugs is about as successful as the 
regulation and distribution and taking of 
liquor; and if the government undertakes ~ 
it under the direction of the Treasury De- 4 
partment it will have an enormous force in 
the field which will work just as inefficiently © 
as do the officers who attempt to subdue ~ 
bootlegging. That would mean an enormous — 
cost to the government and a renewed con- 
flict between physicians who are trying to 
do their duty and government officials. 
Evidently the bill is not destined to go ~ 
through. If it does it will create a pretty | 
situation. 

The medical profession has been carrying 
burdens enough without having an unwise 
and burdensome amendment attached to the 
Harrison Narcotic Law. The remedy for 
the narcotic situation lies in the hands of 
the government, but it is probably not ap-. * 
plicable. It has been suggested that the 
government take over the importations of 
all narcotics, distribute them through gov- 
ernment agents to licensed practitioners, 
men who are licensed to practice medicine, 
whether it be human or veterinary, and 
pharmacists. In this manner all narcotics 
can be sold at a very low figure. The gov- 
ernment can, if it chooses, fix a price for 
its sale and thus put the narcotic bootlegging 
agent out of business, as he finds there is 
no profit in selling narcotics to addicts and 
will soon seek other fields. But, again, the 


question comes up as to who could admin- , ~ 


ister a law of this kind successfully. It may 
be that it can be done in a half-century, but 
not less—because some other way will be 
found to evade the law, and the government 
will feel illy disposed toward empolying 
another large army of internal revenue 
agents to carry out the work which the, 
State is amply able to handle itself. 








